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EXECUTIVE SUMMARY
The purpose of this evaluation was to review three private sector health
ects, the Social-Medical Complex of Cit6 Soleil (CMSCS) and two projects proj
(AOPS
I and II) of the umbrella organization, AOPS (Association des Oeuvres Privets
de Sant6). Its objective was to dnalyze issues of importance and interest:
1)
to the project, in order to determine strengths and weaknesses and
suggest
appropriate modifications and future directions, and 2) to USAID/ Haiti,
view to designing and adapting a new generation of PHC projects to with a
closely
address goals and strategies set forth in the USAID/Haiti Action Plan, and
to
amend the Action Plan if appropriate.
The evaluation was also to appraise
project performance to date, identify lessons learned from implementation,
and
determine appropriate technical and organizational elements for extended
health
and family planning activities in Haiti. Subject areas of particular interest
were program management and administration, financial management, and technical
results and concerns. Sites assessed included the Complexe Medico-Social
Cit6
Soleil and eight AOPS sites chosen to be representative in terms of size,
agement approach, jeographic distribution, and relative success or failureman
in
program implementation.
Both AOPS and Cit6 Soleil should be considered successful projects.
Both are
fully compatible with the USAID/Haiti Action Plan, to a degree that suggests
that the Plan itself is well rooted in the possibilities in Haiti for
private
sector health delivery and for public/private-sector coordination and
collab
orati on.
The CMSCS is a PVO in a massive urban slum in Port-au-Prince, which is
charged
with: expanding and improving primary health care services and conducting
oper
ations research to determine cost-effective interventions for mortality
and
morbidity reuuction; strengthening effectiveness of human resource development
activities, particularly remedial education, vocational training, and
job
pl acement for adults and adolescents; increasing its own sel f-financing capabil
ity; and improving its own institutional management capacity. Itbegan
receiv
ing AID funding in 1980 with a four-year grant of US$1.243 million.
AOPS is charged with exp3nsion of coverage of health services provided
digenous and international PVOs, by helping finance costs of design, by in
imple
mentation, and evaluation of comprehensive community health and family planning
outreach activities to be carried out by a selected group of those institutions.
Its role comprises the promotion of collaboration and coordination within
the
private sector and between the private and public sectors, in accordance
with
national health priorities; provision of technical assistance and training
for
community health personnel; and development of the information system
which
lies at the heart of an innovative outreach strategy which has come
to be
called "the AOPS model." The key elements of the model are:
1)

Focus on infants, children, and mothers

2)

Emphasis on a limited set of priority interventions

3)

Total registration and longitudinal data collection in a defined popula
tion (ranging from 10,000 to 50,000 people) with identification and follow
up priority groups
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4)

The rally post,
immuni zati on

5)

Ongoing monitoring of coverage and impact and follow-up of highest-risk

organized around the growth monitoring intervention and

groups
6)

A standard, basic service delivery plan.

As the project has evolved, there is a growing feeling that there are two other
distinguishing features that could become standard model components:
7)

Active involvement of the community of mothers, and

8)

Performance-based

or results-oriented incentives

for

outreach workers.

AOPS was perceived and implemented as a nationwide enterprise and should not be
seen as a pilot project. However, it may usefully be considered a large opera
tions research project which has been phased and flexibly funded (US$716,000
over the last three years) to permit rollover of lessons learned into succes
sive funding. The questions it asked were: 1) can a PHC outreach program of
the sort historically associated with the public sector, be institutionalized
in the private sector? 2) can the model, once re-designed for greater effec
tiveness and coverage, then be replicated in the public sector?, 3) does the
new model in fact increase coverage and, if so, is there measurable impact in
terms of mortality and morbidity reduction and decreased fertility; and 4) can
private institutions find viable ways of meeting the recurrent costs of PHC
outreach?
AOPS is ahead of targets in terms of number of project sites (25 projects now
active) and population covered (352,264 against an EOP goal of 500,000).
It
has fulfilled all the cri+eria and process steps stipulated in the Cooperative
Agreement for the project selection process, and orientation phase, training
and continuing education, program operation, and supervision. It is following
appropriate financial management and accounting procedures; providing technical
assistance through field visits, seminars, and a newsletter; and facilitating
private and public sector linkages. A number of research activities are begin
ning to provide data and operational guidance.
A monitoring and evaluation
system is in place for all projects, but needs simplification, quality control,
and refresher training for all participants.
A tally was done of all AOPS projects to look at quality of performance, pop
ulation coverage, age, and institutional sponsorship.
The results were: four
projects which covered 43 percent of the total population were evaluated "exem
plary"; five projects, with a coverage of 24 percent, were ranked as "good
performance with minimal functional problems"; three small projects which cov
ered 8 percent of the population were currently in operation but with moderate
problems; and seven projects with a coverage of 22 percent of the total were
diagnosed as having structural and functional problems but worth saving. Thus,
of 20 projects given an evaluative classification, nine are functioning comfort
ably and effectively, and another' three are functioning with relatively few
problems; these twelve projects cover 237,000 people, or 75 percent of the
total population covered by all the AOPS projects.
Although the data are uneven, it appears that in the AOPS projects that are
functioning fairly well, there have been dramatic increases in coverage, all
vii

well above national 1983 levels.
Pignon, for example, went from 21, 14, 43,
and 1 percent coverage for OPT, polio, BCG, and measles, respectively,
to 73,
65, 95, and 64 percent as of March 1986.
In Cit6 Soleil, coverage for three
doses of DPT and polio rose from 37 and 27 percent in 1983,
to 56 and 50 per
cent, respectively, in 1985; measles was introduced in 1983
and stood at 54
percent in 1985.
In the few projects where data were available for tetanus
toxoid immunization, rates ranged from 25 to 50 percent coverage
of pregnant
women identified, in Cit6 Soleil , the 1985 coverage rate
was 65 percent.
Family planning is doing less well, partly due to ideological
resistance in
individual institutions, partly to inadequate training at
all health worker
levels.
There is, however, evidence that the project can produce
effects:
Pignon has a contraceptive prevalence rate of 31 percent,
Mirebalais 11 per
cent, Marigot 9, and Cayes-Jacmel 8, all above the 1983 national
average of 7
percent.
ORT also needs a push, in the AOPS projects as well as nationally.
The data
available in Mirebalais show increases in mothers' knowledge
or ORT associated
with drops in infant mortality. In Cit6 Soleil , where ORT
promotion has been a
constant progran element, 90 percent of mothers knew about
ORT and 77 percent
had used it for their child's most recent diarrheal episode;
12 percent of all
packets of ORS sold in Haiti are sold in Cit6 Soleil.
The package of growth monitoring and nutrition education is
about to be a focus
of operational research for both AOPS and Cit6 Soleil , because
of doubts about
these interventions as they are being implemented in most sites.
Nevertheless,
the few data that are available suggest that the intervention
has impact poten
tial.
In Belle Anse, children with regular attendance at rally posts
showed
better growth than those with less frequent attendance: the
numbers of regis
tered children in Gomez II ana III fell, and the percentage
of children showing
weight gain rose from 59 percent at the 7th rally cycle to
77 percent at the
13th cycle and the percentage showing weight loss dropped from
21 to 15 percent.
In sum, the AOPS projects show both that real improvements
can be produced by
the model in the areas of family planning, ORT, and growth
monitoring/nutri
tion education and can very quickly surpass national achievement
and status
levels in those areas, but that only a few of the projects
are now realizing
this potential.
Cit6 Soleil is also on track with the large majority of its
contractual commit
ments.
It has achieved its targeted coverage, and, at the same time,
it is
showing steady gain in the number and quality of its preventive
and
curative
services.
As one example, the average number of prenatal visits at
CMSCS
facilities has risen to five; the WHO norm is three. It is
making adjustments
in an area of primary concern to this evaluation, the ability
of the Complex to
cope with its greatly increased complexity, size, and comprehensiveness;
the
evaluation makes some qualitative recommendations about
these adjustments.
In another area of concern, the financing of the project, the
CMSCS has broad
ened its revenue base through a combination of patient fees,
product sales, and
school fees. Average monthly revenues from outpatient and
prescription fees
increased by 21.5 percent over the previous year and, although
costs also in
creased, revenues grew at a iigher rate and contribute directly
to the operat
ing costs of centers.
The evaluation makes recommendations about possible
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additional sources of savings and income, including fundraising, an area where
the Complex is resuming efforts that had become stalled.
Finally, the CMSCS is vigorously engaged in a number of research projects. The
most important research areas to date have been family planning, immunization,
and maternal health. While there is no research strategy as such, a research
and evaluation unit has been set up and all the research so far has either
alreaJy been useful programmatically or promises te be so. The largest import
ant gap, where this evaluation recommends that systematic work be undertaken,
is in the area of alternative financing solutions and service costs.
Similarly, there is no explicit operations research strategy in AOPS but,
again, the ongoing work appears promising for program purposes, particularly
in the area of task allocation for health workers.
The evaluation recommends
that priority be given to systematic research on incentives for community
health workers.
In terms of institutionalization and sustainability, the AOPS and Cit6 Soleil
projects are restructuring the way health care is thought about and done in
Haiti.
Not only have the projects permitted experimental feedback into the
public sector, but they have produced structural changes in the AOPS grantee
institutions, and have elevated consciousness about provider accountability.
At the heart of sustainability, in the AOPS philosophy, is the creation not
only of an outreach infrastructure, but of a community of knowledge which will,
in its turn, generate a critical mass of demand that will endure even if the
money stops. The evaluation supports AOPS' intention to redouble its energies
for the balance of AOPS II, supported by technical input from AOPS III, in the
area of empowerment for mothers, that is, giving them the knowledge and tools
to take charge of their children's health in a variety of ways.
The possibil
ities for empowerment, as well as savings in financial and human resources,
will be enhanced by limiting efforts to an even smaller group of priority
interventions and information cores.
Costs are an issue both for sustainability and replicability.
A major cost
issue for AOPS has centered on the role of the doctor as technical leader and
manager of each project and the associated costs of that presence.
The eval
uation team was concerned about the impact of doctor turnover and has recom
mended improved pre-training screening to reduce this liability. Another cost
related issue derives from CHW demands or hopes for cash incentives or salar
ies. The solution to this is likely to be found in the development of incen
tive systems that are performance- or results-based, and in prioritizing and
refining CHW role content.
Other replicability issues are those of project size and appropriateness for
public sector adaptation. The team's conclusion was that this is an area where
further cost data, not available at the time of the evaluation, will be re
quired to make a determination on the most cost-effective program size.
With
regard to public-sector appropriateness, the team concluded that there was no
reason implicit in the AOPS model or any of its components, per se, why the
public sector could not implement that model, except that it has historically
done so only erratically. Other models tried in Haiti have had their experi
ence with unsuccess, not only in terms of continuance, but in terms of i',pact.
The AOPS model has, like its ancestors in Petit Goave and Deschappelles, dis
played staying power, albeit in a short lifetime, and has also displayed in a
shC-t lifetime some real capacity for impact, effectiveness, and the flexibil
ix

ity to adapt. If the MSPP is willing to participate in a rational
division of
labor with the private sector, it could conceivably afford to implement
even a
doctor-centered, vehicle-dependent model in a smaller geographical
area.
The
cost-effectiveness analysis would be necessary to appraise what
seems on its
face to be a high-cost model in the light of cost per unit of impact,
lay out
side the purview of this evaluation.
The principal reocmmendations of the evaluation to both AOPS
and Cit6 Soleil
are that both need to strengthen different dimensions of their management
capa
city, as well as the agility, responsiveness, and accessibility
of their moni
toring and evaluation systems.
The latter is particularly crucial for AOPS,
since that system is the spinal column of its activist outreach
orientation.
AOPS could profit from more cross-fertilization among grantees and
more coordi
nation and collaboration with the public sector. In the area of
financial man
agement and planning, AOPs needs to know more about its program costs,
particu
larly with regard to project size, worker task load, and expectations
in terms
of time to achieve expected results.
Its larger grantees need to do program
budgeting and improve financial control mechanisms.
Cit6 Soleil should assure itself a solid financial base before
it launches into
new endeavors. While it strives to accomplish self-reliant objectives,
it will
continue to need the full support of its current donors for at
least the next
five years. AID should not precipitously withdraw support, but
should under
take a gradual, planned phaseout over the course of a few years
while the
Complex is, simultaneously, acquiring new revenue sources, overhauling
and
strengthening its financial management and information systems,
and attending
to the needs of an ever-growing and volatile urban population.
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PROJECT EVALUATION
URBAN HEALTH AND COMMUNITY DEVELOPMENT II (521-0159)
EXTENDED COMMUNITY HEALTH AND FAMILY PLANNING (521-0181)
COMMUNITY HEALTH OUTREACH (521-0169)
I.

INTRODUCTION

A.

SCOPE OF WORK *

1.

Purpose

The purpose of this evaluation was to review three private
sector health proj
ects: Urban Health and Community Development II (521-0159),
Community Health
Outreach/AOPS (521-0169), and Extended Community Health
and
Family
Planning/
AOPS(521-0181). The evaluation was to analyze issues of
importance and inter
est:
o

To the project, in order to determine strengths and weaknesses
and suggest
appropriate modifications and future directions, and

0

To USAID/Haiti, with a view to designing and adapting
PHO projects to closely address goals and strategies a new generation of
set forth in the
USAID/Haiti Action Plan, and to amend the Action Plan
if appropriate.

The evaluation was also to appraise project performance
to date,
sons learned from implementation, and determine appropriate identify les
organizational elements for extended health and family planning technical and
activities in
Haiti. Its focus was directed toward the following major
issues, which we have
used as the topic headings for this Evaluation Report.
o

Progress in meeting project objectives.

o

Achievement of anticipated project outputs.

o

Relationship of project activities to the USAID/Haiti Action
Plan.

o

Program management and administration.

o

Financial management

o

Technical results and concerns.

2.

Project Team:

Composition and Responsibilities

The evaluation team was composed of:
o

A Health Education/Community Development Program Analyst/Team
Leader
(Polly Harrison, Ph.D.). This individual was asked to
examine technical
issues related to training (health and other), health education
strate
gies, community participation, and the effectiveness and
appropriateness

*

The Scope of Work is presented in its entirety as Appendix
A.

1

of outreach strategies, as well as to examine the effectiveness of the
rally post strategy and the evolution of this outreach system, including
its effect on demand for services. She was also to review research activi
ties conducted under the projects and determine their appropriateness,
relevance, adequacy, and quality, and suggest future operations research
in response to technical concerns and recommendations.
o

Financial Management and Administration Consultant (Maggie Huff, M.B.A.).
This individual was to be primarily responsible for addressing issues of
program and financial management and administration, to examine issues
related to program sustainability and replicability, and to cover but
not be limited to, the following: 1) review systems used by recipients
and subgrantees to assure accurate accounting, reporting, and record
keeping for the use of project resources; 2) assess adequacy of financial
monitoring and supervision of subgrantees; and 3) analyze appropriateness
of project resources allocation and frequent budget adjustments.

o

Economist (Catherine Overholt, Ph.D.). This individual was, to the extent
possible, to address the issues of cost-effectiveness, sustainability, and
replicability. She was also to assess income-generating capability and
activities of implementing institutions, e.g., user fees, including their
effect on the projects, service utilization, and the relationship to
Action Plan sector objectives dealing with financial issues. Particular
attention was to be paid to levels of recurrent costs.

o

Primary Health Care Specialist (Serge Pintro, M.D., M.P.H.). This individ
ual was charged with the responsibilities for general assessment of the
quality and quantity of specific project interventions, including: nutri
tion/growth monitoring, ORT promotidn, vaccination coverage, TB treatment,
family planning services, and referral systems. He was also to provide
guidance for further study of these activities.

The team members, while each addressing specific issues, were required to work
in a highly collaborative manner, and the final evaluation report was to inte
grate and demonstrate linkages between overlapping issues. The present report
has been so organized and integrated.
3.

Methodology

The evaluation procedure was quite straightforward and included the usual re
views of background documentation and available data; interviews with staff of
the implementation agencies/organizations associated with the projects and with
USAID personnel; and site visits to a sample of eight subgrantee implementing
institutions. The latter included interviews with clients as well as providers;
client interviews also entailed some informal testing of mother knowledge.
The projects selected for the AOPS site visits were chosen to be representative
in terms of size, management approach, geographic distribution, and relative
success (or failure) of program implementation. There were four small programs
(10,000 people covered: Duplessis, La Vall~e, Cayes-Jacmel, Carrefour-Poy),
two intermediate programs (25-30,000 people: Belle Anse, FHASE), and two large
programs (50,000 people: Mirebalais, Pignon). There were groups which repre
sented small PVOs (e.g., Carrefour-Poy), large PVOs (Eye Care, FHASE), grass
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roots community
(Pignon).

organizations

(CODEVA,

Duplessis),

and

missionary

groups

Project selection frankly addressed projects which had had or were having oper
ational difficulties, so that these could be analyzed against a background of
what apparent success looked like: for example, the CODEVA project at La Vall~e
had experienced prolonged work stoppage; Duplessis and Carrefour-Poy had had
continuous performance but major problems; the FHASE project at Freres and the
AMOSSE/La Montagne project had had continuous performance, but were experienc
ing some problems. And finally, there were the frame-of-reference projects
which have had relatively smooth sailing despite intermittent operational
difficulties (Mirebalais, Pignon, and Belle Anse).
a.

Site Descriptions

AOPS povided the team with brief preliminary descriptions of the sites to be
visited, with the reason for selection. These reasons were kept very much in
mind during each site visit and, in fact, provided substantial food for thought
for the evaluators.
1)

Carrefour-Poy
1.1

Description

This is a government-owned health center which, because of massive under-utili
zation, was turned over to a private group. Under the terms of the agreement,
the group was to assume all operating costs for the center, including staff
salaries, supplies, etc. In a short period of time after the center reopened,
attendance at the curative clinic improved tremendously. Eventually, the group
approached AOPS for a grant to undertake a community health program.
1.2

Reason for selection

This is an example of a possible model for private-public sector interaction.
It is of interest to know how this formula is working and how services are
being financed.
In addition, the group has experienced considerable manage
ment problems in launching the community health program. It will be interest
ing to have a better understanding of why these problems occurred and how they
could have been avoided.
2)

Mirebalais
2.1

Description

The Mirebalais area community health program (MARCH)
is a subdivision of Eye
Care Haiti, an indigenous PVO with a nationwide eye health program. Activi
ties began in the summer of 1983 and the program is not yet three years old.
Initial support for the program came from the Inter-American Foundation, Ven
tures in People, and Eye Care. The program started with a registered popula
tion of 20,000 which quickly grew to 30,000. MARCH applied for a $20,000 AOPS
grant for program expansion to 50,000 people, the total now being served.
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2.2

Reason for selection

This exemplifies a local health program by a nationwide PVO with a specialized
focus (eye health). The program is managed locally but receives some degree of
central support. A viable approach for the extension of health service cover
age in Haiti could be for PVOs not otherwise engaged in primary health care,
but with an existing outreach infrastructure, to add selected services to their
program (such as ORT, immunization, growth monitoring). It will be useful to
know whether this is a realistic alternative and whether the marginal cost of
adding these new activities is affordable. In addition, MARCH represents one
of the few programs which has expanded to 50,000 persons. MARCH has also made
a serious attempt to gather data to evaluate the impact of its program.
3)

Pignon
3.1

Description

The Bienfaisance Hospital in Pignon was started by Dr. Theodore, a USAF colonel
who returned to his native village. Pignon has received two grants from AOPS,
one to set up a program for 10,000 persons, the other to expand it to 50,000
persons. The program now covers two areas: Pignon and St. Raphael.
3.2

Reason for selection

This site was selected for several reasons:
o

The St. Raphael center is a government health center with MOH staff which
has been integrated into a private program. It differs from Carrefour-Poy
in that the MOH is still paying salaries and some operating costs. The
problems attendant to this arrangement could be explored.

0

It is a hospital-based community health program. What is the basis for
allocating resources to community health as opposed to curative hospital
services?

o

While, like MARCH, it covers 50,000 people, it has totally different man
agement implications.
4)

Belle Anse
4.1

Description

Belle Anse is an isolated coastal town which, until the advent of the AOPS
project, had no medical staff and only two children out of a population of
40,000 had been vaccinated. The program has received two grants from AOPS,
one to cover the initial 10,000 people, the other for program extension to
22,000.
4.2

Reasons for selection

Belle Anse represents a program where everything started from scratch. At the
other sites, some type of health service delivery unit had existed in the past.
Therefore, the program provides an illustration of what can be accomplished in
totally virgin areas.
In addition, the Belle Anse staff spent a significant

4

amount of time evaluating the growth monitoring component
of their project.
This is an area which is of particular importance to
all the other projects.
Finally, a visit to Belle Anse illustrates the types of
logistics problems AOPS
faces in providing assistance to institutions scattered
throughout the country.
5)

La Val le
5.1

Description

The program in La Vall~e was one of the original programs
funded by AOPS (June
1983). The program is run by a community group called
CODEVA and is one of the
very few such programs within AOPS where the people in
charge are representa
tives of a grass roots community organization.
5.2

Reasons for selection

The program has experienced severe difficulties in setting
itself up and main
taining itself. These difficulties threatened the very
existence of the proj
ect which, in fact, stopped all activities for over a
year. Activities have
since resumed. A visit to La Vall~e will allow evaluators
to pursue a number
of issues, particularly issues pertaining to management
and technical staff
conflicts, AOPS assistance, recurrent costs, community
participation, etc.
6)

Cayes-Jacmel
6.1

Description

The Cayes-Jacmel center is a MOH-operated center receiving
support from two
private groups in Jacmel: Eye Care Haiti and Foster Parents'
Plan.
The pro
gram covers 10,000 people.
6.2

Reasons for selection

This illustrates another formula for private-public sector
cooperation with a
very unique, results-oriented incentive program.
It will be of interest to
know whether the formula works and whether it is replicable.
7)

Duplessis
7.1

Description

The Duplessis program, which covers 10,000 people, is
also run by a grass roots
community group.
Management-technical staff problems there have not been
as
acute as in La Vall~e but the project has experienced
implementation problems.
7.2

Reasons for selection

In contrast to La Vall~e, the Duplessis project never stopped
activities. Sig
nificant shortfalls in the project discovered by AOPS
staff are in the process
of being corrected.
This is an example of a community group with limited
resources attempting to ensure that key services are
available to its members.
The question of how they have maintained their activities
since AOPS support
ceased is relevant here.
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8)

FHASE
8.1

Description

This is a peri-urban program run by a foundation which receives the bulk of its
support from well-to-do Haitians. The project has received two grants from
AOPS, one to cover 10,000 people, the other to expand to 30,000 people.
The principal purpose of the foundation is to build a state-of-the-art modern
hospital.

Currently, only outpatient services are being provided.
8.2

Reasons for selection

Management for this project is quite different from all the others in terms of
orientation, philosophy, and methods. In addition, this is the only peri-urban
program sponsored by AOPS. Finally, this project represents the group of inter
mediate institutions slated to expand from 10,000 to 25,000 persons.
9)

Cit6 Soleil

Cit6 Soleil, the site of the Urban Health and Community Development II Project
(521-0159), was dealt with independently and the team spent a total of six work
ing days in that site in interviews, observation of service delivery, document
review, and records analysis.
B.

SUBJECT PROJECTS

1.

Urban Health and Comnunity Development II (521-0159)

The Social Medical Complex of Cit6 Soleil * (CMSCS) is a Haitian-based PVO
which has the goal of improving the health, social, and economic status of
100,000 residents in Cit6 Soleil, an urban slum in Port-au-Prince. This five
year project began in May 1984 and has LOP funding of US$2.1 million. The pur
pose of the project is to strengthen the Complex's overall health and community
development programs by:
o

Expanding and improving primary health care services and conducting opera
tions research to determine cost-effective interventions for further re
ductions in mortality and morbidity.

o

Strengthening the effectiveness of human resource development activities,
particularly remedial education, vocational training, and job placement
for adults and adolescents.

o

Significantly increasing the self-financing capability of the Complex
through revisions in user fees, improved fundraising, marketing of CMSCS
products, and establishing a manufacturing enterprise that will allocate
part of its profits to direct support of CMSCS.

Prior to the fall of the Duvalier

regime,

Simone, named after Jean-Claude's mother.
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this area was called Cit6

o

Improving the institutional management capacity of the CMSCS with the
assistance of a computerized program-based budgeting and planning system.

In many ways, the Cit6 Soleil area typifies the kind of urban squatter settle
ments mushrooming throughout Latin America and much of the developing world.
Its population of nearly 100,000 is more than 10 percent of the entire capi
tal. The people live almost entirely in hundreds of one-story shacks crowded
into less than one square mile of low-lying land fronted by the Bay of Port
au-P;'ince. Flooding occurs frequently, both from the sea and from the moun
tains inland. The mean elevation of the area is .3 meters, so that drainage
Socio-economic surveys indicate that
and sanitation are constant problems.
Some
inhabitants are largely illiterate and have very low per-capita incomes.
residents, rather recent migrants, maintain close ties with their places of
origin. Others are second- and third-generation city dwellers, born and raised
in Cit6 Soleil or other marginal slui neighborhoods.
Initial settlement in the Cit6 Soleil area began in 1958 with the construction
The first major influx occurred in the summer of
of homes for 52 famil ies.
1966, when a fire destroyed much of the La Saline district near the port and
many of its victims settled in the Cit§ Soleil neighborhood now known as
"Brooklyn." Following this fire, there began more or less continual migra
tion.
The area now referred to as "Cit6 Soleil" actually includes three zones divided
into nine neighborhoods. The Cit6 Soleil Medico-Social Complex (CMSCS) conduct
ed a census of the entire area during the summer of 1983 and recorded the popu
lation of each neighborhood as follows:
1983 Cit4 Soleil Census

Zone

Neighborhood

Population

Boston

Boston

23,905

6,935

PSC P6l

105982

Trois Bb6s

41,822

Subtotal :
Brooklyn

17,978
2,685
5,030

Brooklyn
Wharf
Linthau

25,503

Subtotal:
Cit

Jean-Claude

Cit6 Jean-Claude
II16me Cit6 Simone
Cit6 Bennett
Unclassified
Subtotal:
Grand Total:
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2,645
8,944
1,310
1,967

14 866

Subsequent census work indicates that the 82,000 figure is a substantial under
count. The operative figure has been 100,000, but current estimates and ample
evidence of increasing migration suggest that 120,000 is more realistic.
a.

Project Background

In 1974 the Haitian-Arab Health Center was established by Dr. Carlo Boulos to
serve the 7,000 students of the schools operated by the Salesian Fathers.
Shortly thereafter, the Center decided to expand its services and, in 1975, the
Vincent de Paul were invited in by the Salesian
Sisters of Charity of St.
Fathers on hehalf of Dr. Boulos to administer the growing program. The program
incorporated existing services, including those supported by Foster Parents'
Plan, and added new ones between 1974 and 1979: pediatric services for the pre
school population, prenatal and poscpartum care, nutrition and other health
prevention and education services, and home economics demonstration centers for
women, financed by OXFAM. Hospital care during this time was provided by insti
tutions in other parts of the city and residents of Cit6 Soleil were at times
turned away for lack of space. By 1979 it had become obvious that a facility
was needed to provide acute care for clients referred by the other centers,
emergency care, safe deliveries, and other medical services not provided by the
two preventive health clinics in Boston and Brooklyn or the original clinic
(CHAPI) which serves as a secondary level of health care backup for the other
clinics. By 1981 a 70-bed hospital was constructed, with a major part of its
In addition to inpatient care and ambulatory
operations supported by USAID.
services, it houses the training program for traditional midwives, using them
in the delivery room as part of on-the-job training. To complement the clinic
and hospital-based services, a corps of health collaborators was developed
through the years, which now includes over 100 volunteers who conduct education
The CMSCS has just asked AID for support for more
and outreach activities.
volunteers to respond to the real and expanding size of its target population.
In addition to the day-to-day administration of the health service program, one
of the major accomplishments of the Sisters has been the development of the
This
social and education component of the Complex between 1977 and 1981.
includes: a remedial education program for adolescents; adult literacy; ele
mentary skills training in industrial arts and handic-afts for young people;
home economics, basic skills in a variety of technical areas, and handicrafts
for mothers and male heads of households; marketing and sales of some products
for the direct benefit of the participants in the training programs; job place
ment; and organized recreation, sports, and cultural events for children and
youth.
Furthermore, the Sisters have contributed significantly to the ability of the
Complex to transform modest facilities into adequate health and social service
centers, to construct new facilities, and to provide maintenance of existing
ones, by seeking out funds from diverse private and public organizations in
Europe and the U.S. Facilities now include three health centers and the hos
pital; a cultural center, including large areas for training and cultural
events; a library, school rooi-s, and a cafeteria; the nutrition recuperation
center areas for training mothers and a cafeteria; ten homes converted into
demonstration centers; a small building for the training of fathers (male heads
of households); and an 3,000-square foot building to house the initial indus
trial activities envisioned by the Complex.
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By name, the units incorporated by the Center are the following:
Centre Haitian-Arabe
Centre Medico-Social de Brooklyn
Centre Medico-Social de Boston
Foyer Cultural de Boston
Centre Hospital ier Ste. Catherine Labour6 (70 beds)
Centre de Formation des P6res Papa-Yo
Centre Artisanal pour les M~res
Centre de Formation des Matronnes
Centre de Distribution des Aliments
10 Foyers de Demostration Nutritionelle.
In the pursuit of its goals, the Complex has been able to engage the support of
national organizations (the Ministries of Health and Social Welfare, the
National Housing Office, and the Catholic Church) and of international organ
izations. The latter include: International Foster Parents' Plan, the Agency
for International Development, OXFAM, SOSPG of Belgium, Josiah Macy Foundation,
Appropriate Technology International, Misereor, Caritas, Catholic Relief Ser
vices, CARE, Church World Services, Friends of Children, the Rotary Club, and
Cardinal Leger. The CMSCS also benefits from the support of many national and
international independent private donors and from community support.
In all
but the newest squatter zones, there are well-organized and active community
groups which interface with the CMSCS's outreach arms.
The Complex's fixed delivery sites are supplemented by the work of 100 Commun
ity Collaborators; thirty trained matrons; a food distribution program which
supports the prenatal, nutrition, and TB-control efforts; and ten home demon
stration projects.
The Complex also serves as facilitator, as an entry point
into the community, as a channel of communication, and as a fund-raiser.
USAID/Haiti's involvement with the Complex began in 1980 when it initiated a
four-year grant of $1,243,000 to support overall CMSCS program goals and operat
ing expenses for various health, education, and vocational training programs
and administration.
AID 's objectives in providing this OPG were to address the
needs of t'4e urban poor, to strengthen an indigenous private institution and to
gather data and experience upon which to build future urban-oriented projects.
The 1984 USAID PP notes that "during this four-year period, much has been
learned and accomplished. CMSCS activities have had significant and measurable
positive effects on the population; the health activities have significantly
contributed to lower infant mortality rates; the social education and training
components have grown and expanded."
In sum, Cit6 Soleil benefits in turn
from services and opportunities only rarely available in other urban slum
nei ghborhoods.
2.

Community Health Outreach (521-0169) A AOPS I)
Health and Family Planning (521-0181; AOPS I)

and Extended

Community

The purpose of the AOPS projects is to expand coverage of health services
provided by indigenous and international private voluntary health institu
tions, by helping finance the costs of the design, implementatiol, and evalu
ation of comprehensive community health and family planning outreach activi
ties to be carried out by a selected group of those institutions. The project
supports the creation of catchment areas which would increase the total popu
9

lation covered by such services to 500,000 over the life of the project.
In
so doing, the project was to be consistent with the Haitian National Health
Plan and was also to achieve several sub-purposes, including the following:
o

Promoting collaboration between the private and public health sectors in
such a way that national priority goals are met.

o

Promoting collaboration among private institutions to avoid duplication
of services and wasted resources.

o

Involving private health institutions in the implementation of the National
Health Plan, by coordinating their efforts with GOH/DSPP district and
regional health authorities and by setting specific targets for the reali
zation of the local plans.

o

Expanding the AOPS data bank and assisting private institutions in self
evaluation.

The project was to also explore management issues involved in the provision of
primary care services for large population segments as those related to ques
tions of logistics, procurement of supplies, appropriate incentives for profes
sional and paraprofessional health care providers, supervision, and private/
public sector interaction.
Under the AOPS projects, AOPS is to provide financial and technical assistance
to individual institutions to enable them to plan, administer, and implement
community health and family planning outreach programs.
Activities include:
o

Identification of the at-risk population; child growth monitoring and
nutrition counseling; prenatal care, including anti-tetanus toxoid immuni
zation, physical examination, determination of risk status, and referral
of complicated cases; provision of dietary supplements to high-risk groups
as indicated; immunization of children and women of childbearing age; pro
motion of breastfeeding and oral rehydration therapy; detection and treat
ment of major endemic diseases; organization of family planning services,
especially TB and malaria; and registration of vital events.

0

Arrangement and provision of necessary training for community health per
sonnel.

o

Development, use and refinement of registration, record,
systems to facilitate program monitoring and evaluation.

o

Development and implementation of administrative and financial procedures
which will ensure proper utilization and accounting for project funds,
including quarterly activity and financial reports to USAID.

and information

AOPS I officially began on 29 March 1983 with the signing of a Cooperative
Agreement for a total estimated amount of $280,000. AOPS II began in June 1984
as an extension to AOPS I, with additional LOP funding of $436,000, which
brings USAID support to the AOPS program to a total of $716,000 over the past
three years.
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AOPS I was to provide this financial and technical assistance to 15 institu
tions with a total estimated population of 150,000. AOPS I was to expand AOPS
activities and assist 22 private health institutions through the creation of
five catchment areas of approximately 50,000 people each, one in the North, two
in the Transverse Region, one in the West and one in the South, a total poten
tial population of 300,000 people, as follows:
o

Six (6) existing AOPS institutional programs with registered populations
of 10,000 people were to expand coverage to 25,000 each. The assumption
,*ias that these institutions had already acquired the expertise to suc
cessfully manage a Community Health Outreach Program and that their pro
grain expansion would involve no additional personnel needs with the excep
tion of additional community volunteers.

o

Eleven (11) new institutions were to receive technical and financial
assistance to implement a community health program targeted to 10,000
persons per institution. As such, each institution was expected to field
a community health team made up of a physician, a nurse, a record-keeper
This new group of
and an appropriate number of community volunteers.
eleven (11) institutions would contribute 110,000 new registrants to the
program.

o

Five (5) institutions with unusual resources, such as external financial
or technical support, superior logistics and management back-up, or other
special characteristics, were to be enrolled to provide services to regis
tered populations of at least 50,000 persons. There would be one such
institution for each of Haiti's four regions, except for the Transverse
Region where two will be located.
a.

Project Background

For decades much of the health care available in Haiti, especially in rural
areas, has been provided by NGOs, many of them supported by religious groups.
Usually serving a small
More than 200 such programs have been identified.
heavily curative
or
clinic-based,
hospital
are
typically
they
geographic area,
in orientation, operated by a small staff of physicians and/or nurses, and,
like the public sector, constrained by financial resources and limited in
outreach. In 1982, these organizations operated 49 percent of the rural health
facilities and accounted for an estimated 1.8 million outpatient visits (for an
Most of these visits were for
estimated population of 4 million persons).
curative treatment, and service statistics revealed limited success in preven
tive services. For example, in the North Health District, with an estimated
under-five population of 120,000 in 1982, service statistics from private
institutions revealed that in 1982a total of 10,636 doses of DPT, 1,615 doses
Less
of polio, 6,976 doses of BCG and no measles vaccines were administered.
than one percent of the under-five children were being weighed monthly and ORT
was rarely used. For an estimated 30,000 pregnant women, 696 prenatal visits
were reported and less than six percent of eligible couples were using a modern
method of contraception.
In this situation, many of the NGO physicians and nurses, as well as program
directors, were painfully aware of the need for more effective efforts. Given
their limited' resources, however, and the constant demand for curative ser
vices at their facilities, they simply saw no way to do so. In spite of this,
there were continued, if limited, efforts to connect the public and private
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systems, dating back to the 1960s, and the MSPP has provided some direct sup
port since then, including certain drugs and vaccines and physicians and nurses
who were secunded to the NGO health facilities.
In 1982, the Ministry of Health and Population held a national conference at
which these organizations were asked to strengthen the provision of primary
health care (PHC), and to mobilize the private health sector in Haiti in the
implementation of the National Health Plan. The response of the NGOs was gen
erally positive, but there were both questions about how best to participate
effectively and doubts about th- feasibility of attempting to take on more
responsibility. After some discussion among the NGOs, it was agreed that an
organization should be established to coordinate efforts and develop an ap
Sant6 (AOPS) was born.
de
proach, and L'Association des Oeuvres Privies
In planning a package of PHC activities that could be
fundamental need was for an approach that offered a
success and was feasible to implement within the very
of the NGOs. The key elements of the strategy, which
after as "the AOPS model ," were:

recommended to NGOs, the
reasonable likelihood of
real resource constraints
we will refer to herein

o

Focus on infants, children, and mothers.

o

Emphasis on a limited set of priority interventions: promotion
rehydration therapy; promotion of breastfeeding; immunization of
under five with DPT, polio, measles and BCG vaccines; prenatal
family planning; control of tuberculosis and malaria; and growth
ing and targeted supplementation.

o

Total population registration and longitudinal data collection by indi
vidual institutions, each institution covering a defined population rang
ing from 10,000 to 50,000 people, with identification and follow-up of
priority groups: women in union and their children under five.

o

The rally post, an outreach approach to service delivery in which health
personnel visit a designated place--health post, school, church--to pro
vide preventive services to a local target population from a defined area,
gathered there by community health workers.

o

Ongoing monitoring of coverage and impact of selected interventions, par
ticularly ORT, immunizations, growth monitoring and family planning. This
was to include:

o

of oral
children
care and
monitor

-

Multipurpose, longitudinal surveillance of priority health problems,
with the accent placed primarily on the identification of individuals
in need of special care rather than on the determination of incidence
and prevalence rates.

-

Linkage of surveillance to service delivery, through feedback loops
which allow identification of non-participants and delivery of spe
cial services to high-risk groups (i.e., targeted supplementation to
malnourished children).

A standard, basic service delivery plan.
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The challenge faced by AOPS was to develop an approach that could be managed
and implemented, with minimum disruption of on-going activities, by the in
stitution. The focus was on making the program fit the capabilities of the
manager and the resources of the institution, rather than vice versa, and thus
avoiding the pitfall of designing strategies that required large infusions of
external resources or were beyond the capabilities of those who were supposed
to execute them. With those caveats in mind, a basic service delivery plan was
devised that includes the following steps:
o

The NGO health care group identifies a geographic area with a population
of 10,000 in the health district it serves (in one case, the PVO planned a
program for 30,000 people).
The area is then divided into sectors of
approximately 1,000 people each.

o

At the same time, the PVO sends a physician, typically a community health
physician or medicin de commune, for one month of full-time training in
Cit6 Soleil, an urban slum in Port-au-Prince where the Complexe Medico
Social is operating the most comprehensive population-based community
health programn in Haiti.
The training covers the entire methodology of
the PHC activities and is intended to groom the physician to be the local
program director.

o

In each of the sectors of 1,000 people, community councils or other com
munity groups are contacted by PVO administrators and apprised of the proj
ect. Specific project goals, priorities, and a detailed modus operandi
are explored before agreeing on a final implementation plan. Community
health workers (CHWs) are chosen by the community and are expected to be
literate, older, stable, and respected individuals who have an independent
source of income.

0

On completion of their training, the physicians return to their districts
where they initiate the training of the 10 or more community health work
ers who have been selected, as well an auxiliary nurse and a record
keeper. The overall training period is one month to six weeks, although
not in one solid time block, and includes: census-taking and registration
of the total target population; promotion of the essential elements of pri
mary health care, including the use of oral rehydration, growth monitoring,
immunization, family planning, and prenatal care; and rally post opera
ti ons.

0

Once trained, the CHWs carry out the initial census/population registra
tion in the area for which they are responsible. This is also to consti
tute the baseline survey for purposes of evaluation.

0

On completion of the registration, the CHWs review the records for each
family with the PVO center administrator and record-keeper and draw up,
from these r-cords, a list of priority individuals in each group to be
served (children under three years of age, pregnant women, and women eli
gible for family planning) at the regular rally post gatherings.

o

When preparation for rally post activities are completed and schedules for
each sub-district are established, each CHW notifies his target population
of the date, time, and location of the rally post in their area.
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o

At the scheduled time and place, the CHW meets the NGO center team--a
physician, an auxiliary nurse, a record-keeper, and several community
volunteers--to assist in carrying out the rally post PHC activities.

o

Between the regular rally post gatherings, the CHW carries out necessary
follow-up activities as instructed by the team. These include home vis
its when indicated, recording vital events, identifying newly pregnant
women, selling ORS packets, etc.

In reality, AOPS I and II came to be collapsed by time, vicissitude, and differ
ent institutional needs and experiences, into one project. Most of the proj
ects did not finish their re-censuses and begin the rally posts that would mark
their entry into the full-expansion phase of the project until March 1985.
Thus, at the time that this evaluation was begun, the fully-expanded AOPS proj
ect had only been up and running for a little over a year.
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II.

PROGRESS IN MEETING PROJECT OBJECTIVES AND ACHIEVEMENT OF ANTICIPATED
PROJECT OUTPUTS
AOPS I AND II

No explicit output, effectiveness, or impact indicators were set forth in the
Cooperative Agreements which constituted the basis for AOPS I and II, nor were
precise targets established. The project designers were well aware that they
were entering largely uncharted territory and there was no desire, on the part
of AOPS or the USAID, to make any unnecessary commitments. AOPS I/II is useful
ly thought of as a single, large operations research project.*
The questions
that it asked were: 1) is it feasible to institutionalize a primary health care
outreach program, of the sort historically associated with the public sector,
in the private sector? and 2) is it possible to replicate a model for such
delivery that is based on full population registration, a limited number of
priority interventions, and on the tactic of growth monitori-ig at rally posts?
A third question, which is only implicit in the Cooperative Agreements, is:
can coverage, most importantly effective coverage, be increased in a substan
tial and durable fashion, using the proactive AOPS approach in lieu of the
essentially passive, facility-based MSPP approach? The USAID did not, in fact,
heartily embrace the concept of full population registration which lies at the
heart of the AOPS model; it considered such a strategy a special technique for
\ery well tended projects with a high density of technical assistance and ex
ternal support, such as the two projects from which the AOPS approach was de
rivedgthe Schweitzer Hospital at Deschappelles and the MSPP project at Petit
Goave. AOPS, on the other hand, thought that full population registration was,
in the Haitian context, the only way to get even close to guaranteeing coverage
and to identify and care for those needful and high-risk clients who, for one
reason or another, did not present themselves for primary health care services.
Although no targets or indicators were specified in'the Cooperative Agreements,
AOPS was committed under those agreements to periodic reporting which would
permit assessment of problems and progress, as well as to evaluation of opera
tional results and program impact. Implementation evaluation was to look at,
for each institution, achievement of the following markers, to follow each
other in consecutive quarters of one implementation year:
1) completion of
staff training, 2) completion of census, 3) surveillance and service program
set up, and 4) adequate population obtained.
Interim program impact was to be scrutinized using four basic parameters:
1)
immunization (status of children 0-5 years old), 2) nutrition (proportion of
malnourished children in regular attendance at nutrition supplementation ses
sions, 3) prenatal care (proportion of pregnant women fully immunized against
tetanus; average number of prenatal visits); and 4) family planning (number of
new and continuing acceptors; contraceptive distribution).
End-of-project
impact was to be evaluated along two parameters: 1) nutritional status of the
It is important to note that AOPS was not conceived of as a pilot proj
ect, of which there have been a despairing number in Haitian development
history. AOPS was perceived and implemented as a nationwide enterprise,
which took instruction from the MSPP pilot project at Petit Goave and
from the Schweitzer Hospital experience, and which shared a common
approach and overall administrative and support structure.
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universe of children 0-5 years of age in the last month of the project, and
2) pregnancy prevalence rates during the last month of the project.
In addi
tion, by its end, the project would be expected to answer the following ques
ti ons :
o

Is the project strategy an effective way for private institutions to ful
fill
the role given to them by the MSPP in the document "Vers la Sant6
pour Tous en Haiti"?

o

Has coverage

o

If such an increase can be documented, has there been a measurable impact
in terms of mortality and morbidity reduction and in terms of decreased
fertility?

o

Have the private institutions developed viable ways of meeting the oper
ational costs associated with the provision of outreach services?

for

basic services

in

fact

increased

in project

areas?

As part of the Cooperative Agreements, AOPS did commit itself to a sequence of
events and processes. This chapter will first explore, summarized in modified
tabular fashion for purposes of economy, the degree to which that sequence has
been satisfied as part of progress achieved in program management and adminis
tration. The second part of the chapter will look at achievements in terms of
quality, expressed in rankings. Thie third part will look at achievements in
terms of coverage and interim impact.

A.

PROGRAM MANAGEMENT AND ADMINISTRATION

1.

The Selection

Process

AOPS will identify 15 (AOPS 1)/22
(AOPS/II) private institutions
operating in Haiti and invite
them to submit requests for financial assistance to AOPS, for
participation in the implementation of community health and family planning programs for the
benefit of potential populations
of from 10,000 to 50,000 each.
Institutions will be selected
according to availability of
funds and will have to fulfill
the following criteria and have:

25 projects are now active under
AOPSI/II, with another 5 projects
which were identified or recruit
ed which did not get funded, in
part or fully, for a variety of
reasons (see Table 1).
Because
of the variable evaluation of the
individual AOPS projects (see
Table 2) and because of lack of
clarity in the Cooperative Agreements about "old" and "new" proj
ects, one cannot make a clear
statement about where AOPS is in
the number of projects, although
it seems to be well along if, in
deed, it has not already sur
passed objectives in this regard.
As for population coverage, the
Cooperative Agreements indicated
a total coverage of 450,000.
Present real coverage is 352,264
and several projects are under
consideration for expansion (Las
Cahobas, Duplessis, and Thomazeau

o
Membership in good standing
in AOPS.
o
MSPP permission to provide
public health services (this is a
condition of membership inAOPS).
o
Technical and physical resources and the capability for
immediately undertaking community
activities. This means that, at
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the

minimum,

the

institution

to 25,000 and Fermathe to 50,000),

must already have a permanent
care starf (MD, auxiliary nurse,
record-keeper) and a physical
structure to house the program.
o Financial capability to support the comrnunity heal th program.
o
Commitment to implement the
major elements of a community
health program. Each institution
will agree to:
Respect the norms set by
the Ministry of Health
(MSPP) with regard to the
National Health Plan.
Cooperate with the MSPP
and regional and district
administrators.
Prepare periodic activ
ity reports for MSPP and
AOPS.
Accept on-site inspec
tions of progress and utili
zation of funds provided
through AOPS.

so that attainment of projected
coverage appears probable.
All projects to date have satis
fied the stipulated criteria.

Ad ad hoc committee of AOPS, made
up of its president, vice-president, secretary, treasurer, and
project director, will screen all
applications and submit their recommendations to the Executive
Board of AOPS for preliminary
selection. The selections will
be submitted to USAID officials
for their approval.
Once USAID
approval has been obtained, the
AOPS Executive Board may make the
final selection.
The Board may
delegate this authority to a
subcommittee of its choosing.

This committee, now effectively
the Comit6 de Gestion, fulfills
this role, as well as sharing
the responsibilities for the gen
eral daily activities of AOPS.
The USAID has approved all proj
ects for funding.

AOPS will then provide a detailed
briefing to each selected institution on the different aspect of
the project.
It will also pro
vide help to each selected irsti
tution in design of a comprehen
sive community health and family
planning project most appropriate
to the community served.

AOPS has briefed all institutions
and provided technical assistance
on project design.
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2.

The

Orientation

Phase

This p .se involves orientation
of the community health physician
who will be in charge of the in
stitutional outreach program and
the training of the auxiliary
personnel. For institutions with
a program already in place, this
phase will only involve orienta
tion of new personnel.
For in
stitutions beginning a new pro
gram, orientation of the commun
ity health physician will take
place i n Ci t6 Sol ei 1 and sel ected
rural sites.

See Training and Continuing Edu
cation section below.

Institutions implementing prograins for 25,000 or 50,000 persons will go through similar
steps, although orientation of
a second community health team
for institutions covering 50,000
people will be done by the first
(experienced) team.

So far this second generation of
training has only occurred in
Pignon and Mirebalais.

3.

Staffing and Human Resources

The Executive Board of AOPS will
appoint a project director who
will provide general oversight
for this project. This director
will be a member of the board
of AOPS and will serve on a voluntary basis. He will supervise
the project coordinator and the
project staff who will be respon
sible for day-to-day project man
agement. A project coordinator
experienced in both public health
and program management will be
recruited and employed with AID
concurrence.
4.

Technical Director (Augustin)
appointed, backed by a Project
Coordinator (Fanfan) for AOPS
I.
Three more coordinators
(Simeon, Robin, Lauredent) will
back up the Technical Director
for the balance of AOPS II and
for AOPS III.

Training and Continuing Education

AOPS will support the training of

To date, 45 doctors have been
trained to serve as local pro
gram directors; of those, 23 are
no longer working with the in
stitutions that sent them for
training, although net training
loss is only 11, still a 24%
attrition (see discussion in
text under Staffing and Human
Resources).

a. Local program directors
(n=22)
b. Community health physicians
(n=22) who will, in turn, train
c. Auxiliary nurses (n=22)
d. Record-keepers (n=22)
e. Community volunteers
(ColVols) (N=300)
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During the training phase, the
organization will delineate the
catchment area, meet with local
leaders, and identify a community collaborator for each sector
1,000 people. After completing
their training, community collaborators will enumerate the target
population. The enumeration process will include distribution of
Road-to-Health (child growth
surveillance) cards for all children under five, to record each
child's growth and weight gain
over time, as well as his immunization status.
AOPS will also
hold discussions with and provide approval of the "Community
Participation Fund" which, within certain limits, can be used
by the institution to obtain
community participation for the
program.

All projects have trained at
least one nurse auxiliary and
one record-keeper; some projects
have trained more than one archi
viste. All projects have trained
the minimum number of ColVols,
but some (e.g. Pignon) have
trained more so that it is highly
likely that the N of 300 has been
well surpassed.
All active projects but Bonne Fin
have completed their censuses and
recensuses for their present cov
erage.
All the stated community contacts
have occurred. Distribution of
Road-to-Health cards is standard
and constrained only by availa
bility of cards, made available
to AOPS by the MSPP.
Analysis of the accounting sys
tems of the projects visited in
dicates that clarity about income
and expenditure streams is some
times lacking.
However, most
projects seem to know what they
have for community motivation.

5.

Program Operation

The community health team, in
collaboration with local community leaders, will establish
"rally posts" at selected community gathering points, e.g.
markets, public water fountains,
etc., where they will provide
direct health services delivery.
At least one rally post will be
established in each area of
1,000 persons for regular provi
sion of priority services.
6.

All projects, except for Bonne
Fin which has activated only one
sector, have had at least one
round of rally posts (see section
on Coverage).

Supervision

Program supervision will be on
the basis of on-site visits by
the AOPS program coordinator.
These visits will also serve as
occasions for offering technical

The AOPS project is actively
supervised by project coordina
tors, of which there are now 4.
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assistance in the resolution of
any problems which may be encoun
tered during the implementation
phase.
7.

Monitoring, Evaluation and Research
a.

Monitoring

In order to ensure that the project is being executed as planned
and in order to provide technical
assistance in program implementation, joint project monitoring
between AOPS central staff and
regional and district directors
will occur with the five institutions which will be implementing large projects. These joint
monitoring activities are expect
ed to strengthen private sector
cooperation with the MSPP, in
crease MSPP personnel awareness
of the problems faced by private
institutions,
and ensure the
MSPP norms are respected.
b.

Of the large projects currently
in place (Mirebalais, Pignon-St.
Raphael, Freres/FHASE, and the
AMOSSE group at Jacmel),
only
the AMOSSE group appears to have
engaged in the active participa
tion of the MSPP in project mon
itoring, since the project's
technical director is also the
MSPP commune doctor.

Evaluation

For each institution, implementa
tion evaluation will be conducted
on a quarterly basis by AOPS
staff. The implementation sched
ule will be as follows:
Ist quarter: completion of
staff training
2nd quarter: completion of
census
3rd quarter: surveillance and
service program
set up
4th quarter: adequate popula
tion coverage
obtained.
Each institution will provide
periodic data to permit assessDent of problems and progress.
Reports will include:

Each institution has been provid
ing periodic data of this sort.
However, there has been wide variability in timing, format, indi
cator parameters, and content
(see discussion below on Monitor
ing and Evaluation).

1) Census data giving baseline
information on coverage for cerservice.
2) Rally post data giving infor
20

mation on the nutritional status

of children and progress being
made in immunization and family
planning. In addition, epidemi
ologic data on priority health
problems will also be available.
3) A final report comparing base
line coverage with coverage one
year from the start of the proj
ect.
Evaluation of local progress and
problems will be carried out by
AOPS on a quarterly basis as men
tioned above, and also at the end
of the project's lifetime. Eval
uation will cover two aspects:
Operational results and prelimi
nary program impact. Operational
results will be measured at the
end of the project. The follow
ing parameters will be utilized:
1) Immunization: status of children 0-5 years old.
2) Nutrition: proportion of malnourished children in regular
supplementation sessions,
3) Pre-natal care: proportion of
pregnant women fully immunized
against tetanus, and average num
ber of prenatal visits.
4) Family planning: number of new
and continuing acceptors; contra
ceptive distribution.

These data are being gathered
but, again, in somcwhat erratic
fashion and with some real prob
lems in easy, ongoing access to
data (see discussions below on
Coverage and on Monitoring and
Evaluation).

AOPS will retain expert assistance to simplify methods of institutional data management,
self-evaluation, and epidemiologic surveillance based on the
International Classification of
Disease (ICD) System, and in the
establishment and maintenance of
a central statistical bank for
project impact analysis.
The
census format used will be reviewed by the MSPP and the USAID.

AOPS and technical consultants
have established evaluative cri
teria and participated in PAHO
sponsored
hospital
complexity
study.
All projects have com
pleted their baselines and, in
some cases, recensused.
AOPS
will also profit from the epi
demiologic and MIS work under
way at Cit6 Soleil.
The neces
sary simplification of t., census
format, which was based on the
MSPP and Petit Goave formats,
will occur as part of the Mais
sade Save-the-Children project
under AOPS III.
Improvement
of evaluation/record systems
should occur in the wake of
this evaluation.

A limited evaluation of impact
will be carried out at the end
of the project by uZing as a
baseline, data obtained during
the census phase of the program,
For each institution, the following parameters will be used:
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I) Nutritional status of the universe of children 0-5 years of
age in the last month of the
project.
2) Pregnancy prevalence rates
during the last month of the
project.

3aseline exists.

Baseline exists but only compiled
at Mirebalais.

In addition, AOPS will provide
expert consultation f1or examin
ing the strategy implications
for population-based community
outreach programs with regard
to the extension of health ser
vices by the private sector in
Haiti.
Specific questions to be
examined include:
1) Is the project strategy an
effective way for private institutions to fulfill
the role given
to them by the MSPP in the docu
ment "Vers la Sante pour Tous en
Haiti"? (Effectiveness)
2) Has coverage for basic ser
vices in fact increased in proj
ect areas?
3) If such an increase can be
documented,
has there been a
measurable impact in terms of
nortality and morbidity reduc
tion and in terms of decreased
fertility? (Impact)
4) Have the private institutions
developed viable ways of meeting
the operational costs associated
with the provision of outreach
services? (Institutional Viabil
ity)
8.

These questions are being ad
dressed in preliminary fashion
under the present evaluation.

Financial Management
a.

Financial assistance

Financial assistance to institutions will be in the form of individual grants to each institution. Grant f nds will be disbursed on a quarterly basis

The procedures indicated in this
section are all being followed.
See chapter on Financial Manage
ment for a full
discussion.
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according to the institution's
plan. Prior to receiving subse
quent funds, each institution
will be required to submit a pro
gress report to AOPS.
A copy of
such reports will be forwarded
to AID as well as a general pro
gram assessment and a financial
report, the latter two being pre
pared by AOPS staff. Grants will
cover the following illustrative
expenses:
o
Cost of training I medical
director for 1 month for each
institution.
o
Cost of training auxiliary
nurses, medical record-keepers,
and community collaborators at
each cooperating facility.
o
Cost of the initial census
and registration.
o
1 year of salary for an aux
iliary nurse and a medical re
cords technician, or the equiva
lent to be used for community
health activities.
o
Purchase of equipment and
materials needed for community
health activities.
The estimated amount needed by
each cooperating health institu
tion to launch and support a
community health initiative cover
ing a population of approximately
10,000 for one year is US$10,000.
b. Monitoring community health demonstration of subgrants
AOPS central staff will be responsible for program monitoring and
providing central accounting ser
vices for disbursed funds.

Th4 s is occurring.

o
A project coordinator will
have overall responsibil ities for
project monitoring. He will re
port to the project director (a
member of the AOPS Board) who in
turn will report to the entire
board of AOPS.
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o
Disbursement requests from
participating institutions
to
AOPS will be reviewed by an ac
countant attached to the project
and by the project coordinator,
for conformity with the agreement
linking the institution to AOPS.
o Central office expenditures
will be authorized by the project
coordinator in agreement with the
AOPS treasurer. Final responsi
bilities for disbursement will
rest with the AOPS treasurer and
president.
C. Procurement Procedures
All goods and services will be
obtained in the most efficaciois
and economical manner in conform
ity with USAID requirements. It
is expected that procurement of
drugs and vaccines will follow
MSPP, AGAPCO, and DHF norms
respecti vely.

Not evaluated.

Procurement of a project vehicle
will require a waiver of AID re
quirements to permit local pro
curement.
d.

Reporting

AOPS will prepare and submit
quarterly activity and financial
reports to USAID so that funds
flow smoothly. AOPS will submit
the following in English, at the
time and in the quantities specified:
o

Reporting has been somewhat er
ratic over the past six months,
partly because of the country's
unsettled political condition;
the most recent available PISR
was dated 30 September 1985, as
one example. Reporting needs to
be standardized and simplified
(see sections on Monitoring and
Evaluation and on Supervision).

Technical reports

Two copies of each quarterly
technical report shall be submit
ted.
o

Financial reports

The recipient shall submit to the
responsible AID Controller all
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reports required under the Stan
dard Provision enditled "PaymentPeriodic Advance via the USAID
Project Manager."
o

Special reports

The recipient shall provide spe
cial reports as requested.
9.

AOPS General Assistance to Member and Other Institutions

In addition to its
specific
assistance to the institutions
discussed above, AOPS will organize and implement within the
framework of this project:

Between November 1982 and March
1986, AOPS organized and spon
sored 16 seminars and workshop.
Seven of these were given in 1985
and dealt with the subjects of:
the community approach to primary
health care, interpersonal rela
tions, maternal protection, vac
cine-preventable disease,
the
vaccination campaign, sanitary
education, and mother mobiliza
tion.
The 3 regional seminars
were given, one each in Cap
Haitien, Jacmel ,and themetropol
itan area.

a. Regional seminars to inform
all private institutions of current intervention strategies in
the field of community health
and family planning. Three such
seminars are planned in the early
phases of the project implementation, one in the North, one in
the South, and one in the metropolitan area.
b.
Visits by AOPS officers and
staff to all private health in
stitutions operating in Haiti
and provision of technical assist
ance when requested.
This will primarily be in the
area of management.
T-, AOPS
technical team will furnish
assistance in program planning,
implementation,
execution
and
evaluation to any institution
which so desires.
In addition,
AOPS will
furnish assistance
in project design and facilitate institutional contacts with
MSPP authorities.
For institu
tions not yet recognized by the
MSPP, AOPS wil l outline the steps
necessary for such recognition
and assist the institution in
the endeavor.
Other assistance
will include setting up an emergency relief system

AOPS technical assistance is ac
complished through regular super
visory visits and on request. It
is important to note that AOPS is
limited in its ability to mandate
technical changes and must depend
on its capacity to awaken demand
for its technical advisory ser
vices.

Not done.
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for vaccines and ORT in case of
unforeseen shortages at the dis
trict level.
c.
Publication of a newsletter
in order to promote an exchange
of ideas and to institute a prograin of resource sharing.

A newsletter has been instituted
and three issues had been dis
tributed to a mailing list of
1,000 as of 30 Septem!er 1985.
Another issue was in press while
while this evaluation was in the
field. It does not yet function
as an active instrument of re
source-sharing.

d.
Preparation of a document
which summarizes current government norms for health institutions.
e.
Inform private health institutions of current government
activities in the field of health.
This information will be conveyed
via the newsletter and occasionally via special reports.
The
aim of this activity will be to
make private institutions aware
of the elements of the National
Health Plan and the general
goals, policies, and norms of the
MSPP. In addition, institutions
will be kept abreastof newdevel
opments in the field of primary
care.

Document on
pared.

This sort of information is not
an explicit or major feature of
the AOPS newsletter as it is
now constituted.

This has not yet occurred.
All
projects presently in the AOPS
project get project funding, so
that none are assuming full costs
and using AOPS only for technical
assistance. Also, no projects to
date provide technical assistance
to the larger project.

All private institutions capable
of meeting on their own the full
cost of a community health prograin will be invited to participate in all phases of the program
outlined above.
This will include training of physicians 'nd
auxiliary staff, assistanc: with
census, service delivery, and
eva l uation.
10.

norms not yet pre

Private and Public Sector Linkages

The project is governed by the
1983 GOH Health Services Act
which regulates the activities
and responsibilities of the MSPP.
The regionalization process, as
defined by the MSPP, is charac
terized by
centralization
of
legal and normative authority and
administrative decentralization
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a way as to improve
coverage at manageable
projects to be executed unthe terms of this grant are
.aced within the context of the
.983 Health Service Act under
the supervision of regional and
district directors. In addition
to supervision, it is anticipated
that the district authorities
will provide the necessary support in terms of technical assistance, manpower, equipment,
and supplies.

Clearance for all projects was
obtained from the appropriate
regional and district representa
tives of the MSPP. Varying from
project to project, the MSPP sup
plies some personnel and commodi
ties.
Constraints to the AOPS
project derive almost completely
from constraints on MSPP re
sources, rather from any institu
tional obstruction.

Appropriate backup services will
be provided at the district and
regional hospitals
and other
health facilities, as required
in the following areas:
a.
Supplies (particularly contraceptive devices) to be obtained through the DHF. In addition, a limited amount of free
drugs and oral rehydration pack
ets are expected to be available
from the DHF which will capital
ize a revolving drug sales fund
for each institution.

In some projects (e.g., FHASE,
AMOSSE) AOPS clients have access
to AGAPCO facilities for pharma
ceuticals.

b.
Referrals to secondary and
tertiary care government institutions for complicated cases.

Referral from AOPS activities to
the facilities of the public sec
tor is erratic and ad hoc.
Some projects refer to their own
facilities.

c.
Supervision. Depending upon its importance, the private
institution may in turn be requested to supervise government
health agents or other personnel
operating in its catchment area.

MSPP Agents de Sant6 have been
recruited with some success by
individual projects and are
therefore supervised by them.
To our knowledge, no AOPS project
currently supervises MSPP person
nel working outside that project.

d.
Information. As the project
proceeds, the Director General
of the MSPP and the Regional
District Administrator will be
kept informed. Specific linkages
and other considerations will
regularly be discussed and re
viewed with all parties, private
and governmental.

This occurs on a largely inform
al , ad hoc basis in most projects
and needs to be systematized.
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Central coordination between AOPS
and the various directors will ensure that program content and
policies, as passed on by AOPS
technical staff to the member institutions, are in conformity
with MSPP norms, priorities and
goals.
It is anticipated that
central AOPS staff will consult
with the Director and staff of
the Direction of Family Hygiene/
Nutrition (DHFN) and the Direction of Health Education (DES)
for purposes of ensuring that
program content is in conformity
with the norms of these two
directorates.

B.

For the most part, AOPS proced
ures are so harmonious with MSPP
policy that there is no present
urgent need for this sort of co
ordination. Cit6 Soleil has done
pioneering work in criteria for
measles immunization and the re
sulting norm has been adopted by
the MSPP. The principal lack of
congruence appears to lie in the
area of the rally post concept,
but this is a methodological
rather than a medically substan
tive issue. Where a discrepancy
may arise is in relation to re
commendations for packet and home
solution use.

QUALITY OF OVERALL PROJECT PERFORMANCE

A tally was done of all the AOPS projects from the date the first grant agree
ments were signed in June 1983, to look at quality of performance, population
coverage, age, and institutional sponsorship.
Coverage figures were assembled
for the 25 active AOPS projects (see discussion of coverage below), and an evalu
ation score was assigned (See Table 1). The scoring is self-explanatory: a score
of 5 means that the project is exemplary in some important way; 4 means good per
formance with minimal functional problems; 3 means that the project is currently
functioning but has some moderate problems; 2 means that the project has both
structural and functional problems but is nevertheless worth saving; and, finally,
a score of 1 means that the project is showing little
activity but retrieval is
still possible.
The projects are presented classified according to these categories in Table 2.
Although they are listed, the following projects were not scored, for the reasons
indicated:
Montrouis is functioning actively .jut has opted for the "barefoot
doctor" model, which is not compatible with the AOPS approach; Bonne Fin has
chosen to proceed incrementally by sector, again not compatible with the philo
sophy of AOPS, which has not proceeded with funding beyond the first tranche of
US$3,000 for the initial census. These two projects have a present coverage of
15,146 and 1,679, respectively. Bethel (10,209) and Grande Colline (10,000 est.)
were also not included because they are too new to fairly evaluate; however,
Bethel has just completed its census and is reported to have done a good job;
Grande Colline has not yet done its census.
The resuits of the classification are the following:
1. Four projects, with a coverage of 133,935, or 42.5 percent of the total
active coverage figure of 315,230, were evaluated as "exemplary."
These are:
Belle Anse, particularly effective in its work with growth monitoring; Pignon
which, in addition to its rapid growth, has been particularly active and effec
tive in family planning activities; irebalais, distinguished for its system of
registration and record-keeping; and Cayes-Jacmel , which demonstrates that even a
government commune doctor can have an effective program and that Agents de
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' PlE t. AOFS I AND II:%. POPULATION LOVERED AS OF 36 APRIL 1986. WITH EVAIUA]ION SCORE.
AGE IN MONTHS
AOFS
I OR
II

PROJECT##

I
I
I
II
I

Montrouis
La Vallee
Las Catiobas
Mirebalais
Gros Morne

I

Pont 5unde

I
I

Fonds Parisien
Belle Anse
Bonne Fin
lhamassique
Piqnon

fOPULAII('N
COVERED
15.146
11,685
9,516 Ib
52,11)0
9.101

DAlE GRANT
AGREEMENT
SIGNED
Jun.
Jun.
Jun.
Jun.
Sep.

FTOM DATE OF
GRANT
AGPEEMENT TO
JULY 1. 1986

DATE OF'
BEGINNING
OF SERVICES

198
19B3
1983
1993
1913

36
36
36
36
33
13

16 9
10,355
29.291

Sep. 1983
Sep. 1903
Jan. 1984
Jan. 1994
Jan. 1984
Jan. 1984

I
St. Rafael Piqnon
I11
Freres IFHASE)
I (111 Thomazeau
1 1111Ouplessis

20,682
30.155
10,392 \b
11,6B2 \b

Apr.
Apr.
Apr.
Apr.

15
27
27
27

Jan.
Oct.
Jul.
Apr.

lI
If

Marigot
Cayes-Jacnel

10,000
9,960

Jan. 19B5
Jan. 1985

17
17

If
11
II
il
11
11
11

La kontaqne
Cazale
Carrefour-Poy
Fonds des Negres
Fermathe
Quartier Morin
Bethel

B.265
(,000 \c
10,644 \d
8,309
18.998 ke
8.125
10,209

Jan.
Jan.
Jan.
Apr.
Apr.
Apr.
Jul.

i

Grande Colline

I0,000 \c

17
17
17
15
15
15
12
12

I
I1
I

TOTAL COVERAGE

8.168
7,211
22.000
7

1985
1984
1981
1984

19B5
1985
1985
1995
1985
1985
1985
Jul. 1985

352.264 \h

a. ACOPS]=AID 521-0181.
AOPS IlvA1 521-t,169.
b. Possible extension to 25,000.
c. Estimated.
d. Population served; complete census = 68.711.
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30
30
31
30

AGE IN MONIHS
FROM DATE OF
BEGINNING OF
SERVICES

Oct.
Nov.
Dec.
Nov. 1983,
Jan.

19B3
19B3
198
liar.19B5
1994

STARTUP TIME. IN
MDNIHS FROM SIGNING
OF GRANT AGREEMENT
TO DATE OF BEGINNING
OF SERVICES

32
31
30
31
29

Feb. 1984

4
5
6
5
4

'=structural and functional problems but worth saving
Izlittle activity but retrieval possible

%q
2
2
5
S

28

5

3

lb
24
lb
21
29

17
6
4G
9
1

2
5

5
20
24
26

1
7
3
I

4
2
A

Apr. 1985
Apr. 1985

14
14

3
3

3
5

Apr. 1985
?

14

3

4
I

Aug.
Jun.
Jul.
Nov.

II
13
12
7

6
2
3
B
g\
\9

2
4
4
2

Feb. 1965
Jul. 1984
Feb. 1995 \q
Sep. 1914
Jan. 1984, Apr. 1985
198B6
1984
19B4
1984

1985
1995
1985
1985
g

20

6

Average no. of
months from date of
beginning of services Icalculated
on hate of 22
projects)

Average no. of
of months from
signing to
startup

e. Possible extension to 50,000."
f. Usually takes 6 months to take and analyze census.
q. Unrated = project no lonqer funded by AOPS and 'out of touch' but still active Illontrouis) or too new to
rate iBethel, Grande Colline). Bonne Fin has chosen to work by sector and has only been partially funded.
h. N=25 projects for which coveraqe was calculated, as of April 30, 1996.
INot listed: Chambellan CanSave/AEDC), Cooson Hills (Baptist Missionaries), tailer lEpascopal Church; begun
April 1984), Deluge IWASH), and Milot ICkDSSP), which did not get funded, in part or fully, for a variety of reasons.
All had an estimated populationof about 10,000, a total of 50,000.
,VALUATION SCORE CODE:
5=exemplary
4!qood performance, minimal functional problems
3=currently in operation, moderate problems

EVALUATION
SCORE

4
5

%9

TABLE Z EVALUATION RANKINGS,# ACTIVE AOPS I AND 11Projects (AS OF APRIL 30, 1986)

PROJECT
SITE
Belle Anse
Cayes-Jacel

POP.

PROJECT
SITE

POP.

20,000

Freres

30,155

9,960 La lontagne
Fermathe

PiqnonSt. Rafael

29,293
20,682

Mirebalais

52,000 Thomassique

4

133,935
142.51)

POP.

PROJECT
SITE

POP.

Sros Morne

i,131

Du~lessis

10,6B2

8,265 Pont Sande

B,168

Thomazeau

10,392

10,000

La Vailee

10,685

10,355

Las Cahobas

9,516

B,309

Quartier
Morin

8,725

Fonds
Parisien

7,270

CarreiourPoy

10,644

18,999

flarigot

PROJECT
SITE
Cazale

POP.

10,00O(est.)

(est.)

Fonds des
Negres

Total No. of Sites
k Associated Pups.
(no, and .of total
N of 315,230f')

PROJECT
SITE

1

2

3

4

5

5

76,0B2
i24.2%)

3

27,299
(8.7%)

7

faThis figure represents the total population coverage figure of 352,264 minus Bethel 110,2091
and Grande Colline l0,000 est.) whinh are too new to evaluate, Bonne Fin (1,679; incompletely
censused), ano Montrouis (15,146, active but not within AOPS).
fEVALUATION SCORE CODE:
-,etemplary
4= good performance, minimal functional problems
3: :urrently in operation, moderate proolems
2: structural and functional problems but worth saving
I:little activity but retrieval possible

30

67,914
21.5Z)

1

10,000
(3.2)

Sant , given good support, can contribute powerfully to good results.
(It is
worth noting that the Cayes-Jacmel project which is, with La Montagne and
Marigot, part of the AMOSSE group, has five more Agents than does La Montagne,
a fact that may be associated with its greater success, since the responsible
commune doctor is the same. Of these exemplary projects, only Cayes-Jacmel is
a small (9,960) project.
2.
Five projects, with a coverage of 76,082, or 24.2 percent of the total,
achieved a ranking of 4, that is "good performance with minimal functional
problems."
Of these, only Fr~res (30,155) and Fermathe (18,998) are large
projects. The others--Thomassique (10,355), Fonds des Ntgres (8,309), and La
Montagne (8,265) are small projects.
3. Three projects--Marigot (10,000 est.), Gros Morne (9,131), and Pont Sond6
(8,168)--were evaluated at 3, that is, currently in operation, but with moder
ate problems. These were all small projects and covered a total of 27,299 peo
ple, or 8.7 percent of the total.
It should also be noted that it is only its
shortness of staff which relegates Gros Morne to this category; it is, in every
other regard, an exemplary project, with vigorous community support, which is
run by an Agent de Sant6 who is a member of the "groupmente communautaire," and
an auxiliary nurse who does the record-keeping. Gros Morne also lacks a doctor.
4.
Seven projects, with a coverage of 67,914, or 21.5 percent of the total
were classed as 2, that is, with "structural and functional problems but worth
saving." These were all small projects, ranging from 7,270 (Fonds Parisien) to
10,685 (La Vall6e). However, of these, Las Cahobas (9,516), Thomazeau (10,392),
and Duplessis (10,682) are under consideration for expansion to 25,000 coverage,
pending resolution of the problems they are facing. Las Cahobas has the will
to proceed but has had problems with doctor turnover, is one of the relatively
few projects that has had major difficulties with ColVol turnover, and seems to
be having problems adjusting to financial realities; the project is now pending
further assessment and agreement among the AOPS coordinators about whether an
extension to 25,000 is advisable.
Duplessis, which has a vigorous community
leader and community support, has had a series of non-productive doctors; the
project could be turned around with a new doctor and some technical assistance.
As another example of real structural problems, Quartier Morin is instructive:
the project has been slow-starting and, although the census was carried out
without problems, the rally post model was replaced with a curative mobile
clinic approach that is incompatible with the AOPS philosonhy.
Finally, only one project was assigned a "I": Cazale, with an estimated 10,000
coverage, has a new doctor who has shown encouraging interest in proceeding
actively with the project. Until now, the project has been dormant.
In summary, of the 20 projects that were given an evaluative classification,
nine are functioning comfortably and effectively and another three are func
tioning with relatively few problems. These twelve projects cover 237,316 peo
ple, or 75.3 percent of the total population covered by all the AOPS projects.

31

The average age of the 25 AOPS I/1I projects is about 25 months from the date
each project grant agreement was signed; the earliest signing was June 1983
(Montrouis, La Vall e, Las Cahobas, and Mirebalais), the most recent July 1985
(Bethel and Grande Colline). Average number of months from date of beginning
of services, calculated on the basis of the 22 projects which can be fairly
said to have started, is 20, with a range of 32 months for Montrouis to five
months for St. Raphael (which is essentially a geographic expansion of Pignon).
Finally, the average number of months from signing to startup is 6 months, with
a range from 17 for Fonds Parisien to 1 for Pignon and Duplessis.
There is no
easily discernible pattern or relationship among age, startup time, and quality
of project as reflected in the evaluation scorings. Six months is the amount
of time indicated in the Cooperative Agreements deemed necessary for the proj
ect startup activities and seems entirely reasonable; in this regard the AOPS
I/II project has done very well indeed.

C.

COVERAGE AND IMPACT

The 20-month average age of the family of AOPS I/II projects is adequate time
to have developed some coverage data, some idea of effectiveness, and at least
preliminary impact data as measured by more direct indicators, e.g., vaccina
tions given/series completed and high-efficiency family planning methods del iv
ered. However, although population coverage data are available from the census
es, these are not disaggregated in standardized form for easily accessible, on
going use for more precise coverage calculations, e.g., numbers of children in
standard one-year age cohorts from birth to age five, women in fertile age, or
women likely to be pregnant or actually pregnant at a given point in time.
Furthermore, as indicated earlier, there are no established coverage targets to
calculate percentages of achievement; while the evaluation team does not dis
agree with the decision to hold off on establishment of such targets given the
experimental nature of the AOPS strategy, it is hard to talk about impact in
the framework of pre-established objectives.
A few individual projects have
established quantifiable goals.
FHASE, for example, has committed itself to
the following targets: 80 percent of children under age 3 with full vaccina
tion series (intermediate target for 1985-1986, 60 percent), 100 percent of
women vaccinated with tetanus toxoid, 24 percent of women in union using some
kind of family planning method, and 90 percent of pregnant women in union
receiving prenatal care.
In general , coverage, effectiveness, and impact data
are not adequately available in any AOPS project at present; this problem and
related issues are discussed below in the section on Monitoring and Evaluation.
1.

Immunization

The assumption has been made that the baseline for coverage by selected in
terventions was, for most AOPS project areas, something close to zero. Table 3
indicates that, with the exception of Pignon, Fr~res, and La Vall6e which were
already being partly covered by the passive services of private hospital and
clinic services already in place, pre-AOPS immunization coverage was almost
nonexistent.
This was due to several, rather typical interacting causes: sys
tems deficiencies (logistics, poor-quality services); client beliefs about
proper care for certain kinds of illnesses; and interaction between the two
(e.g., the system refused children brought for vaccination even if they were
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TABLE 3
VACCINATION COVERAGE,

I (AS OF
PROJECT SITE 130 APRIL 1986) (a)
29,293

IMIrebalals

1

SELECTED DATES

(in percentages)*

1 POPULATION

IPlgnon

AOPS I AND II, SELECTED PROJECTS,

121.0

52,000

1.3*

DPT
(b)

(c) (a)

POLIO
(b)

VACCINE
I
(c) 1(a)

38.0

73.0114.0

28.0

65.0 43.0

83.0

95.0

1.3

1.0** 36.0

29.0 n.d.

n.d.

63.0

0.0"* 42.0** 29.01

I

38.0***35.0

- S.-----.--- -----

64.01 ---

----

65,01 ----

BCG
(b)

(c) 1(a)

----.------.--

1

9,131

4.0

13.0

18.01 4.0

n.d.

18.0112.0

42.0

44.0 1 0.0

ISt. Rafael

1

20,682

n.d.

n.d.

18.0 n.d.

n.d.

13.0 n.d.

n.d.

IDuplessls

10,682

n.d.

n.d.

n.d.In.d.

n.d.

27.0 n.d.

IFrhres (FHASE)

30,155

1 9.0

65.0

74.0

9.0

65.0

8,265

n.d.

n.d.

52.0 n.d.

9,960

n.d.

n.d.

10,000

jn.d.

1

Cayes-Jacmel

I

IMarlgot
Tiomazeau

1

IBelle Anse

n.d.

22,000

1 0.0

I
1La Vall6e

1

8,168

n.d.

25.01

n.d.

79.0 ln.d.

n.d.

72.01

74.0 129.0

88.0

82.0 1 0.0

37.0

46.01

n.d.

42.0 In.d.

n.d.

83.2 In.d.

n.d.

60,01

47.0 n.d.

n.d.

39.0n.d.

n.d.

78.1

n.d.

n.d.

70.01

n.d.

22.21n.d.

n.d.

22.21n.d.

n.d.

65.0 In.d.

n.d.

51.01

n.d.

58.0n.d.

24.0

57.0n.d.

26.0

49.0

n.d.

23.0

50.0

75.0***n.d.

1 0.0

56.0

n.d.1

n.d.

n.d. 1 0.0

18.0

n.d.1

13.0

n.d.

14.0

n.d.I

I

33.0***n.d.1 0.0

I

7.0***n.d.l25.0

I

I

I

0.0

n.d.

n.d.I 0.0

1 9.0

27.0

n.d.1 5.0

I
10,685

51.01

42.0 In.d.

II
IPont SondA

64.01

12.01

I

10,392

(c)

5.0

I

II

18.0

----

IGros Morne

1La Montagne

MEASLES
(b)

5.0

I

n.d.ln.d.

I

I
21.0

n~d.I

I
8.0

I
1.0

*

Data are for 0 through 3 years except where otherwise Indicated.

**

No age parameters given. Because of lack of clearly dlsaggregated data, It Is hard to make statements
about progress with this Intervention at Mlrebalals. This Is unfortunate because of the general high
quality of that project and the efforts that have been made In monitoring and evaluation.
(a)

National rates as of 1963 (RHDS Evaluation, Boston University, summer 1984): Children 0-5 ImmunIzed (percent): DPT (13.9), polio (10.0), measles (1.51, and BCG (1.8). In March 1984, fIgures
were only slightly better, e.g., In Belle Anse, 2 percent each for OPT, polio, and measles, and 27
percent for BCG. Figures are for completed series.

(b) After one year of project coverage.
(c) As of 30 March 1986.
*

Tnis Is an average of data from 4-7 rallies In each of the project's 12 sectors. In sectors where 7
rallies were held, the figures went up to 45 percent (OPT), 45 percent (polio), 79 percent (measles),
and 85 percent (3CG) of the over 2,000 children under age 3.
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only mildly ill,
a policy which has since been changed
findings from the Cit_ Soleil and AOPS projects).

by the MSPP due to

Table 3 summarizes available vaccindtion coverage data from selected AOPS I/II
projects. In all cases where longitudinal data are available, it is clear that
there have been dramatic increases in coverage and praiseworthy absolute levels,
all far above the national levels for 1983 (RHDS Evaluation).
And, although
only BCG surpasses the 80 percent vaccination target (characteristically easi
est because it is only one injection), the pace of expanded coverage is impres
sive. Even allowing for plateau effect, there is reason for optimism
that
rates of capture will be high enough to make it possible for projects to have
to deal only with new births in the future. The most successful projects,
as
measured by these impact data are:
Pignon, La Montagne, and Fr~res (FHASE).
One would expect coverage percentages to be similarly high for Mirebalais
and
Belle Anse, yet, given the apparent quality of the data collection efforts
in
those projects, one has to believe the numbers. Because of the time it took
to
get these figures, the evaluation team was not able to pursue the reasons
for
the disparities in coverage among this group of exemplary and seemingly well
functioning projects.
Data on the impact of tetanus toxoid immunization of pregnant women were
even
less readily available. Because neither baseline figures nor current denomi
nators are provided in regular reporting procedures for virtually all AMOSSE
projects, the evaluation team did not have time to do the necessary sleuthing
to be able to talk about program effectiveness of the prenatal care component.
In the La Montagne, Marigot, and Cayes-Jacmel sites of the AMOSSE project,
cov
erage figures for TT vaccination were 50, 25, and 43 percent of the pregnant
women identified in each of those project sites (N=203, 228, and 212, respec
tively).
Data from La Vall~e in 1985, before the project was interrupted,
showed a rate of 47 percent of women in fertile age vaccinated with tetanus
toxoid, compared to none for the preceding year. These figures are well above
those reported in the public sector; however, given the potential impact
of
this intervention on child survival in Haiti, these coverage and impact levels
will need improvement.
Immunization activities have been carried out in Cit6 Soleil over the last
eight years and included mostly vaccination against diphtheria, pertussis,
tetanus, polio, and tuberculosis; in 1982, measles was added.
Unfortunately,
there had been no evaluation of the immunization program prior to 1983 when
major survey was carried out. In 1984, an order evaluation took place using a
a
cluster sampling technique. This was done to evaluate the use of that technique
and to compare these results with the 1983 survey results. Table 3a compares
a
random sample estimate of the proportion of adequately vaccinated children
(3
doses or more) with the estimates from the cluster survey and the results
of
the 1983 survey.
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TABLE 3a
VACCINATION COVERAGE, CITE SOLEIL, 1983-1985
1983 Survey

Random Sample of
Clinic Records

CLUSTER

SURVEY

Respondent

Clinic

1984

1985

Answer

Records

DPT

37,77

43,96

56%

30,21

42,23

POLIO

27,72

36,46

50%

22,32

36,58

6,88

54%

14,77

7,88

87,08

90%

MEASLES
BCG

85,43

66,70

The data show a slight increase over a year of the coverage for OPT and Polio
(20 percent increase for DPT and 35 percent increase for Polio).
After the
1983 survey, the directors of the community health program were informed of the
immunization coverage and were asked to taKe actions to increase this coverage.
ThL master five-year master plan for the Complex calls for 85 percent coverage
by the 1988.

If coverage continues to rise as new actions are being taken, it

is likely that the objective will be obtained. New strategies are being defined
now and will constitute subjects for future operational research.
2.

Family Planning

Data on contraceptive prevalence are quite scant, primarily due to the incipi
ent nature of- this intervention in most projects (see discussion of family
planning in Chapter VI). The most vigorous project, Pignon, has reported a
contraceptive prevalence rate of 31 percent, almost three times that of Mireba
lais, the next runner-up with 11 percent, followed by Marigot with 9 and CayesJacmel with 8 percent, respectively (see Table 4).
As of March 1986, Pignon
had 658 family planning acceptors of which ?1 were on the pill, 90 had received
Norplant, eight had IUDs, 34 were using Depoprovera, 60 had been given condoms,
154 had had tubal ligations, and 241 had had vasectomies.
All of these rates
surpass the national 1983 figure of 7.11 percent of women ever-in-union using
family planning methods. AOPS must deal here with the reluctance in individual
projects to address the family planning issue and can only use persuasion to
3Ltain more vigorous effort in this area, despite the Fact that family planning
has been mandated as part oif the Nouvelle Orientation and is integral to the
Cooperative Agreements.
3.

Nutrition

With the exception of Belle Anse and, in less measure, Mirebalais, there has
been no longitudinal analysis of nutritional status data collected through
census and rally post growth monitoring activities. This is partly due to the
fact that recensus activities are only recently complete for some projects, to
the lack of focus on the topic, to missing data in the records systems of some
projects, and to the fact that the required analysis is rather more complicated
than simply counting in short time frames when rates of change are not dramatic.
Because the change identified between the first and seventh cycles at Belle
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TABLE 4
CONTRACEPTIVE PREVALENCE (UTILIZATION), AOPS I AND II,
SELECTED PROJECTS, SELECTED DATES
(in percentages)
POPULATION
AS OF
30 APRIL 1986

(a)

(b)

(c)

Belle Anse

22,000

0.0

12.0*

n.d.

Fr~res (FHASE)

30,155

n.d.

3.0

n.d..

Gros Morne

9,131

n.d.

7.0

n.d.

La Valle

10,685

2.0

6.0

n.d.

Mirebalais

52,000

1.0

11.0

11.0

Pignon

29,293

n.d.

26.0

31.0

Thomazeau

10,392

n.d.

8.0

n.d.

La Montagne

8,265

n.d.

n.d.

1.25

Cayes-Jacmel

9,960

n.d.

n.d.

8.0

10,000

n.d.

n.d.

9.0

PROJECT SITE

Marigot

(a) As of RHDS Evaluation, Boston University, Summer 1984.
Percent of women ever in union using family planning methods in 1983 =
7.11
(b) After one year of project coverage.
(c) As of 30 March 1986.
As of October 1985.
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Anse was small (see Table 5), the project managers decided that it would be
necessary to analyze each child's growth dS measured against the expected rate
of weight yain for a child of similar weight-for-age on the Harvard standard;
in other words, age was disregarded and only speed of weight gain measured.
This analysis revealed, first of all, that the most severely malnourished
children displayed increased growth velocity compared to normal children. The
data from the end of the 13th Belle Anse cycle suggest that those data become
less sensitive with time as more change has a chance to occur.
The change in
Gomez categories between the 1st and 13th cycles is evident without additional
manipulation: while there is a slight falloff in the Normal category, there is
clear improvement in the numbers of children in Gomez II and II. The percen
tage of children in Gomez III dropped from 7.5 to 4.0 between the 1st and 13th
cycles, not unlike the change from seven percent to three percent in Mirebalais
between 1983 and early 1986.
The percentage of children in the Belle Anse
project who showed weight gain improved from 59 percent at the seventh rally
cycle to 77 percent at the 13th cycle, and the percentage showing weight loss
dropped from 21 to 15 percent.

TABLE 5
CHANGE IN NUTRITIONAL STATUS ACCORDING TO GOMEZ WEIGHT-FOR-AGE
CLASSIFICATION, BETWEEN THE FIRST AND SEVENTH CYCLES, AND THE 13TH CYCLE
OF RALLY POSTS, JANUARY - FEBRUARY 1986, BELLE ANSE PROJECT, AOPS
GOMEZ CATEGORY

FIRST RALLY
CYCLE

SEVENTH RALLY
CYCLE

END 13TH CYCLE

Normal

29.6

29.5

28.0

Grade I

36.9

35.1

43.0

Grade II

26.0

28.2

19.0

Grade Ill

7.5

6.2

4.0*

Weight Change
Weight up

----

58.8

Weight same

----

20.2

Weight loss

----

21.0

77.0
7.9
15.1

These figures, extracted from the latest Belle Anse report to the AOPS
Central Office, do not sum to 100.0.
No explanation is given for the
discrepancy nor could we identify one ' the text.
In the absence of improvement (and probable deterioration) in the socioeconomic
status of this population, the gain nay well be attributable to the effect of
the AOPS I/I project. Children with regular attendance at rallies (75 percent
of this particular number) showed better growth than those with less frequent
attendance (see Table 6).
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4.

Oral Rehydration Therapy

The coverage and effectiveness data for this intervention range from skimpy to
non-existent. One report from the La Vall~e project indicates that, of 50
mothers trained, 86 percent "knew" ORT, compared to the 58 percent who "knew"
nutrition and the 70 percent who "knew" family planning; there is no informa
tion on how this was ascertained and what the implications were for behavior.
The Mirebalais project, however, reports that knowledge of ORT jumped from zero
when ORT was introduced in late 1983, to 87.7 percent as of March 1986; use for
the last diarrheal episode rose from zero to 40 percent of mothers whose chil
dren had a recent bout of diarrhea. This report is based on survey data and
nust be considered the most reliable information to date in the AOPS project on
the subject of ORT. Figure 1 is a graphic--and dramatic--presentation of change
in child mortality associated with the introduction of ORT.
It is the only
more or less straightforward impact statement available for this intervention.
5.

Morbidity and Mortality

The 31 March report to CAN/SAVE from the Mirebalais project to CAN/SAVE associ
ates increases in immunization coverage and contraceptive prevalence, and the
decrease in prevalence of severe malnutrition, with a decline in infant mortal
ity from 125/ 1000 live births in 1983 to 94/1000 in 1984. The report ascribes
much of the decline to a significant reduction in neonatal tetanus due to vac
cination of women at risk of pregnancy and to increased utilization of ORT (see
Figure 1). Without knowing very much about the quality of the methodology used
to gather these data, we feel that the time period and the sample size involved
make this a fairly tenuous assertion at this point in the project's lifetime.
Unfortunately, it is not possible to take any exercise in correlation (to
avoid specifying causality) very far because regular, consistently reported
data on attendance are not readily available. For instance, Mirebalais, -which
works very hard at data-collection and compilation, shifted the time categories
for reporting rally post attendance between 1984 and 1985. In 1984, attendance
was reported by calendar month but in 1985 reporting periods were by cycles or
periods of differing lengths; thus, it is not possible to say whether more or
fewer pregnant women and children zero to five years of age came in given,
successive, standard periods. The 1984 Mirebalais data, on the other hand, can
be charted easily and can neatly reveal such programmatically important find
ings as the increases in attendance corresponding to "special outreach months"
ranging from double to almost triple the attendance in months in whic', no
special outreach efforts are made. Neither calculation accounts for the effect
of program variability, perhaps most importantly the percentage of posts car
ried out as compared to the number programmed, and the iinpl ications of any such
discrepancy in terms of population coverage. For example, between June 1985
and March 1986 in the AMOSSE projects, La Montagne, Marigot, and Cayes-Jacmel
realized 79 (60 out of 76), 59 (46 out of 78) and 66 (50 out of 76) percent,
respectively, of the rally posts scheduled for that period.
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TABLE 6
NUTRITIONAL IMPROVEMENT (MEAN PERCENT OF EXPECTED WEIGHT GAIN) BY
ATTENDANCE AT RALLY POSTS AFTER FIVE RALLIES (7-MONTH PERIOD),
BELLE ANSE, 1985
(N = 388)
ATTENDANCE

MEAN PERCENT OF EXPECTED WEIGHT GAIN *

2 times (N = 21)

93

3 times (N = 73)

93

4 times (N = 104)

97

5 times (N = 190)

98

•

Significant at p = 0.05
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CITE SOLEIL
In the Logical Framework of the Urban Health/Community Development
Paper, a commitment is made to the following outputs:

II Project

o

All programs evaluated.

o

Community collaborator skills upgraded to distribute ORS, contraceptives;
breastfeeding promotion campaigns, PHC outreach, nutritional surveillance,
operations research studies done.

o

Task-specific job training curriculum designed and instructors
trained;
job placement and number of trainees increased.

o

User fees analyzed and increased; US tax-exempt organization strategies,
materials developed for fund-raising.

Achievement of project purposes and outputs, to be determined through
project
evaluations, monthly and quarterly technical reports, service statistics,
finan
ciai reports, and annual management reviews, was to be indicated by
the follow
ing conditions and magnitudes of outputs:
0

Program-based planning; budget system completed with data on on all
CMSCS
functions.

o
o

PHC outreach includes 100 percent of target population, with special
ef
fort on public health education, operational research, and immunization.
Competency-based job training relevant to local labor market developed;
remedial vocational trainers' skills upgraded.

o

Income from user fees, etc., increased.

o

Impact of all interventions known and

o

Breastfeeding campaign for 5,000 women; 60 percent of children with
normal
nutritional status and 90 percent immunized against DPT, polio, and
measles.

o

Five new job training courses implemented; 22 instructors trained;
2,500
graduate remedial/vocational education programs with 1,500 job placements.

o

User fees and sales provide 15 percent of CMSCS budget; fund-raising
in
come increase by 20 percent.

results used to revise programs.

The implementation target indicators set forth in the PP Logical Framework
were
mortality reduced to 55/1000, life expectancy increased two years,
and annual
per-capita income increased by $15.00.
No other coverage, effectiveness, or
impact targets are specified in either the PP or the Cooperative
Agreement.
The format currently being used by the CMSCS for reporting to the
Project Implementation Status Report (PISR). In the section of theUSAID is the
PISR enti
tled "Major Outputs Achievement Status," which subsumes end-of-project
outputs,
reporting period achievement status, and cumulative achievement
status, the
CMSCS has organized its response under a sensible modification of the
major
project components, adding a fifth component which breaks apart the
rather pe
cul iarly lumped "Hedlth Services and Operations Research." The reporting
cate
gories now being used, which we adopted for this progress analysis
are:
1)
im
prove institutional management capacity; 2) improve primary health
care
activ
ities, 3) deelop human resources activities, 4) increase self-financing
capa
city, and 5 increase operations research activity.
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1.

Improve Institutional Management Capacity

"The Complex will upgrade its
Management
Information
System
to 1) complete implementation of
automated program planning and
program-based budgeting, and 2)
expand the existing Information
System to include all CMSCS activities, establishing clearly
defined, quantifiable goals for
monitoring progress.

Computer hardware and software
were purchased to facilitate data
analysis and the development of
an dutomated, program-based plan
ning system. The rudiments of a
planning and budgeting system are
suggested in Chapter V of this
evaluation; as yet the system is
not in place.
No clearly defined, quanrifiable
goals for monitoring progress
have been selected yet, although
the substance of such indicators
is provided in the PP. A minimal
set of these in the form of cov
erage, effectiveness and a few
key impact indicators should be
decided upon by the CMSCS and
AID, perhaps in conjunction with
a similar determination for the
AOPS and Mobilizing Mothers proj
ects.

"Complex administrators will undertake operations research activities aimed at improving program
cost-effectiveness, management,
and
financial
self-sustaining
activities.

See Section E below, "Increase
Operations Research Activities."

"The Complex will further keep
USAID/Haiti fully informed of the
progress of the interventions
through quarterly reports and
Annual Management Reviews."

Reporting to the USAID was stan
dardized as of March 1986 with
adoption of the PISR for that
purpose.
The reporting period
covered was 1 April 1985 to 30
September 1985. A PISR was due
30 March 19C6 but was not yet
available, reasonable enough giv
en the political disruption dur
ing the intervening months which
affected both the USAID and the
CMSCS.
Internal reporting from
the centers and Hospital is on a
quarterly basis. These two prin
cipal reporting modal ities should
be combined and both done quarter
ly. Financial accountability is
well reported and could even be
simplified (see Chapter V).

42

Project implementation has im
proved because the directors of
each Center now have increased
autonomy in the conduct of activi
ties, meeting biweekly with the
CMSCS manager to report on pro
gram status. An Assistant Proj
ect Coordinator and a Training
Coordinator have been
hired.
2.

Improve Primary Health-Care Activities

"Over the next five years, health
service operations of the Complex
strengthen their focus on prob
lems which represent the highest
risk to the target population,
e.g., nutrition; diarrhea con
trol; immunization; pre-and post
natal care; and control measures
for tuberculosis."
The Complex will increase coverage to include the entire Cit6
Soleil population (approximately
100,000 people) using the collaborator network. The computerized
family registration system now in
place will facilitate this process.
Additional
in-service
training will upgrade collaborator skills to include house-tohouse distribution of contraceptives and oral rehydration therapy. With the collaboration of
the MSPP, at least ten sales
posts for Oral Rehydration salts
will
be established in Cit6
Soleil in order to further pro
mote Oral Rehydration Therapy
among Cit6 Soleil
residents.

The CMSCS presently covers
100,000 population, now totally
registered, with existing Col
Vols. Uncensused areas or those
which need re-censusing because
of population turnover and/or im
migration will be censused begin
ning in September. The CMSCS has
asked AID for funds for 50 more
ColVols to cover the anticipated
total for the Cit6 Soleil popula
tion of 150,000.
Twenty new
ColVols were trained
between
April and September 1985 to cover
the last 15,000 new patients re
gistered in that period.

The Complex will undertake special campaigns to increase immunization coverage to 90% of the
population. Immunization program
objectives consist of (1) immunizing children under five against
diphtheria, pertussis, tetanus
(DPT), polio and measles and (2)
immunizing women of child-bearing
age and all pregnant women against
tetanus.

Because this is Vaccination Year
at the CMSCS, a seminar was con
ducted to train ColVols and other
health workers in immunization
delivery.
Vaccination coverage
increased from 45 to 69 percent
for all immunizations of children
under 5.
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Complex technicians also plan a
major, two-year campaign to promnote breastfeeding among mothers
of Cit6 Soleil, as studies have
clearly documented the widespread
practice of early infant bottle
feeding and its correlation with
increased Infant Mortality Rates
in the area. The Complex health
team plans three types of inter
ventions to counteract and change
this behavior:

Data analysis now being completed
at Tulane University for the
Breastfeeding Promotion Followup
Study. Interventions will be de
signed on the basis of these re
search findings.

a) In-Service Training of
health personnel at three
levels of the system: pro
fessionals (doctors and
nurses); secondary (auxili
aries, nurses' assistants
and delivery room person
nel ); and primary care work
ers (community collaborators
and Traditional Birth At
tendants).
b) Health Care Systems Mod
ifications:
establish a
"well-baby clinic," and urge
mothers to bring newborn in
fants there for registration
and check-up at least twice
during the first month of
life for close monitoring of
infant feeding practices;
conduct monthly follow-up of
newborns; develop education
al materials, e.g., films,
posters, etc., for presenta
tion in clinics and health
centers.
c)
Community Education:
modify curriculum at Com
plex educational facilities
to include information on
breastfeeding; deve'opaudio
and visual strategies, in
cluding use of mobile loud
speakers and engaging local
artists in the cosiimunity to
design displays for visual
messages; develop films to
show at Cit6 Soleil commun
ity centers.
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Evaluation of the effectiveness
of all these interventions will
occur through pre- and postimplementation surveys on infant
feeding knowledge and practices
among mothers and trained health
personnel and by changes in child
morbidity and mortality.

The anti-diarrhea/ORT program is
being evaluated, using a short
questionnaire on knowledge and
use of ORT.
Data on immunization coverage are
being updated and coverage eval
uated.
A Vitamin A coverage survey with
Helen Keller International is
pending AID/W central funding.
A Nutritional Status Survey and
an evaluation of the Nutritional
Rehabilitation Center and feed
ing practices in the neonatalogy
section of the Ste. Catherine
Labour6 Hospital are in the de
sign phase.

3.

Develop Human Resource Development Activities

Within the context of this project, the Complex will improve
the remedial education, vocational training, and job placement programs at three facilities: the Centre Promotion Familiale, which provides job training and placement services for
men; the Mothercraft Center,
where 250 women learn sewing,
make handicrafts and operate a
successful bakery cooperative;
and the Boston Cultural Center,
which provides remedial education and vocational training for
up to 350 adolescents.

In the period from April to Sep
tember 1985, the first literacy
class of 25 people was graduated
as part of the new curriculum
addition of a literacy class of
4 levels equipment to primary
school, with a total enrollment
of 50 students, and a volunteer
electrical engineering teacher
hired. An Advanced Electronics
course was added to the Centre
Papayo curriculum. Two new Voca
tional Centers were constructed
in Boston and Brooklyn.

In order to oversee and strength
en the management and administra
tion of project training activi
ties, the Complex will establish
an Employment Training Coordi
nator as a permanent staff posi
tion. Planned interventions for
the training component of the
projec* -ill then focus on the
fol lowiii, activities:
First, the Complex will increase
the marketable skills among the

45

population, upgrading the techni
cal skills training programs and
providing competency-based train
ing for jobs actually available
in local business and industry.
The project's trainirg compo
nent includes curriculum design
and upgrading existing instruc
tors' skills to teach short-term
courses, developed through direct
contact with local industries.
The project budget includes funds
for Technical Assistance in edu
cational technology to help the
Complex implement this activity.
Second, the Complex will strengthen the management and administration of its education and job
training components, particularly
with regard to documentation and
evaluation.
Directors will establish results-oriented criteria
for evaluating training activities, improving assessment methods, and monitoring student progress in all training facilities.
Finally, they will integrate service statistics from these programs into the automated Management Information System newly in
place (for Primary Health Care
Programs) and establish clearly
defined, quantifiable goals mak
ing it possible to monitor pro
gress within these programs and
evaluate their
effectiveness.
4.

Documentation of these activities
(e.g., numbers of students, sta
tus, training costs, etc.) is in
the collection of notebooks main
tained by each sister-administra
tor.
Evaluation and monitoring
criteria (including follow-up of
trainees) and quantifiable goals
remain to be established. Ser
vice statistics not yet integrat
ed into central MIS since that
system is in the early stages of
implementation following purchase
of necessary hardware and soft
ware.

Increase Self-Financing Capacity

Within the context of this proj
ect, the Complex will initiate a
number of steps leading to great
er self-reliance:
a) Complex administrators will
refine the recently-implemented
program-based planning anC bud
geting system to assure manage
ment efficiency and provide don
ors with more complete financial
information on the use of funds.

Not yet in place.
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b)
The Complex will increase
user-fee schedules on the basis
of feasibility studies and careful analyses of Cit6 Soleil residents' real abilities and willingness to pay for services.
During the Life-of-Project period, project administrators will
test several alternative payment
schemes, including a health services pre-payment plan and a
drugs sales program based on the
existing GOH/DSPP AGAPCO model,

Revenues for the Complex are be
ing generated by patient fees,
product sales, and school fees,
which are collected at each cen
ter and used to support its oper
ating costs.
Patient fees are
the largest source, received from
outpatient curative visits at
CHAPI, prescriptions at theCHAPI
pharmacy, X-rays at the hospital,
and hospital admissions. A 1985
change in fee structure provided
a 21.5 percent increase in reve
nues for CHAPN and St. Catherine
Labour6 Hospital.

c) During the project period,
the Complex Board of Directors
will develop and implement fundraising strategies to use in
both the U.S. and Haiti.
As an
initial step, the Complex already
has incorporated a non-profit organization in the U.S. and applied for tax-exempt status from
the IRS (a "501 C3" classification), a process which will take
approximately four months. This
will enable the Complex to receive tax-free gifts from U.S.
donors.
Project funds will be
used to design and test publi
city materials, films, brochures,
etc. to be used in fundraising.

The Friends of Cit6
Soleil
(FOCUS) acquired legal status as
a U.S.-based r.)nprofit to provide
the major fundraising effort for
the CMSCS.
A fundraising pam
phlet has been produced. Success
to date has been limited, due to
lack of a definite strategy, in
house ,rofessional expertise, and
high priority. A U.S. public re
lations firm has been engaged to
work with the Complex to fund
raise on a continuing basis.

d) The Complex will seek to establish pay-back schemes whereby
Complex trainees
successfully
placed in an income-earning position, as well as their employers,
would reimburse the Complex for
costs dssociated with the train
ee s education.

Handicraft sales were increasing
through an affiliation with Zin
d'Art and U.S. Embassy promotion,
until political instability af
fected all the country's crafts
endeavors.

5.

A pig cooperative, with technical
assistance from IICA, is being
established. The CMSCS is also
involved in the formation of a
cooperative bakery with an Oxfam
grant.

Increase Operations Research Activities

During the five-year AID project,
activities of the Complex's Research and Evaluation Division

OR and Other Studies Under Way
or Recently Completed:
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will expand to maintain a level
of 4 to 5 studies each year on
cost-effective alternatives for
improving health services deliv
ery and identifying means of further reducing infant and child
mortality.
In particular, the
program will try to identify
specific "high risk
groups,"
e.g., infants with low birth
weight and mothers likely to
have severely malnourished children, in order to mount special
intervention efforts to protect
these groups.

1.
Study of acceptability of
oral contraceptives and dropout
patterns.
2.

Clinical trial

of Norplant.

3. Attitudes and practices among
condom users in Cit6 Soleil.
(The Family Planning Center is
moving to a larger, more-economi
cal, more appropriate location,
as a result of the Contraceptive
Prevalence Survey recommendations
by technical consultants.)
4. Breastfeeding practices and
the fight against the bottle.
5. Erythromycin, uterine and va
ginal infections, and low birth
weight, and, alternative approach
es to reducing the risk of infec
tions and mortality in premature
infants.
6. Alternative training programs
for traditional birth attendants
(with AOPS).
7. Methodology for immunization
coverage evaluation.
8. Impact of measles immuniza
tion and mortalty.
(This study has already produced
a change in MSPP norms for mea
sles vaccination.)
No management OR activities have
been undertaken and, although
user fees have been put in place
or increased, no explicit OR has
been applied to
this
area.
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III. PROJECT STRATEGY
A.

RELATIONSHIP TO AND COMPATIBILITY WITH THE USAID/HAITI ACTION
PLAN

The Scope of Work asks that the Evaluation Report "clearly and specifically
describe" how the projects relate to and address objectives of the
USAID/Haiti
Action Plan; the goais, indicators, and benchmark actions for FY86-88
of the
Plan are presented here ;n Appendix B. The Health Sector gcal of
the Plan is
to reduce the infant mortality rate in Haiti to 50/M by the year
2000
the 1985 baseline estimate of 125/M, with interim benchmark performance from
indi
cators of 115/M for 1988 and 90/M for 1990.
The Plan shares with the Nouvelle Orientation of the MSPP a commitment
to six
key primary care interventions. Those are:
1.

Immunization of children under 24 months against diphtheria, per
tussis, tetanus, measles, and polio, and BCG vaccination against
tuberculosis.

2.

Improved diarrhea management, including use of oral
salts, earlier treatment, and continued feeding.

3.

Immunization of all women against tetanus.

4.

Control and treatment of malaria at the community level.

5.

Promotion of breastfeeding.

6.

Nitrition surveillance and education of mothers
weaning and infant feeding techniques.

rehydration

in appropriate

The Mission's Health Strategy is composed of four elements, whose
purpose is
to increase the availability of the key PHC interventions on a
continuing
basis:
1.

Improving public sector management of resources.

2.

Improving technological packages for delivery of primary health
care services.

3.

Developing and strengthening self-financing mechanisms for meeting
recurrent cost requirements.

4.

Improving private sector support for primary health care.

Both the AOPS and Cit6 Soleil projects are fully consistent with
the USAID
Health Sector goal. Neither project sets forth in formal documentation
any
specific commitment to preestablished mortality- and morbidity-reduction
in
dicators. However, the Cit6 Soleil project does commit itself
to measure
achievement of its goal ("to improve the health socioeconomic
status,
standard of living of Cit6 Soleil reside,,ts") by measuring improvements and
in
health status, longer life expectancy, and increased per capita income
among
members of the target population.
A number of the AOPS projects have set
targets for themselves which are primarily coverage and effectiveness
targets
intermediate to the ultimate goal of mortality and morbidity reduction,
with
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the assumption that each intervention delivered contributes to that reduction.
Furthermore, both AOPS and the Cit6 Soleil projects are also fully committed
to an emphasis on a limited set of priority interventions which embrace the
six PHC interventions which constitute shared priorities for the MSPP and the
USAID.
The elements of the AOPS and Cit6 Soleil projects are also consonant with the
elements of Action Plan strategy. Element 2, which seeks to improve techno
logical packages for delivery of primary health care services, has as its
1987 target, cost-effective technical packages of community-based services and
support which can effectively reach 50 percent of the child population and
which can be extended to the rest of the population as resources permit.
Both projects are, in several important ways, essentially large operations
research endeavors which test such packages for delivery to entire target
populations in circumscribed areas. These include: improving the technical
skills of PHC providers; development of community service methodologies; and
use of such innovative techniques as population-based approaches, the rally
post, and community-level data-gathering and analysis. The CMSCS health ser
vice technicians are committed, as part of the Complex's five-year plan, to
focus their efforts on targeted interventionrs in health service delivery and
on health problems which present the highest risk to children under five and
the most vulnerable groups of women of reproductive age. Among these are the
improvement of community outreach; promotion of breastfeeding; and increased
operations research activities related to the key PHC interventions.
These
approaches are described and analyzed in Chapter VI, Technical Issues.
With regard to element 3, which intends to develop and strengthen self-financ
ing mechanisms for meeting recurrent cost requirements, the Cit6 Soleil proj
ect is engaged in a number of cost-related endeavors. The CMSCS has commit
ted itself to significantly increase its own self-financing capacity. Includ
ed in this effort are the establishment of different kinds of user fees and
prepayment schemes, as well as sales of CMSCS products and fund-raising.
CMSCS has committed itself to carrying out short-term, targeted operational
research projects to design and test more cost-effective alternatives for
PHC problems. AOPS attention to financing issues is focused more narrowly on
issues of incentives for CHWs and what package(s) of monetary and non-monetary
incentives can be produced to reward those key links in community health out
reach. These efforts are discussed in more detail in Chapter V, Financial
Management.
In terms of population coverage, the USAID goal is "to assist PVO institu
tions to extend PHC services to an additional 500,000 people and target
resources more explicitly on child survival."
The benchmark indicator for
that year is that a total of 10 PVOs began implementing child survival pro
grams impacting a population of 250,000.
As of 30 April 1986, the active
AOPS projects were already covering 352,264 persons, without counting the
expansions now under consideration for Las Cahobas, Thomazeau, Duplessis (all
to 25,000) and Fermathe (50,000). As for the focus on child survival, that
is the exact focus of the AOPS and Cit6 Soleil projects anid, in our view, is
indisputably responsive to current Agency priorities.
Table 7 presents a summary of coverage now being provided for child survival
activities by different PVOs in Haiti, some of which are already using or
will be using the AOPS model, that is, a focus on infants, children, and
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TABLE 7
PRIVATE-SECTOR COVERAGE OF THE HAITIAN POPULATION WITH
EXTENSIVE OUTREACH SERVICE NETWORKS, INCLUDING POPULATIONBASED PROGRAMS, AS OF APRIL 1986
(All Figures Are Rounded Estimates)

AOPS I and II Projects

400,000

1,000,000**** AOPS Projects
1,000,000 large US PVOs

ICC*

500,000

CARE*

500,000

CMSCS**
MINV*
Save the Children***
ADRA***
Foster Parents' Plan***
Albert Schweitzer****
Leogane, St. Croix****
Secours Ecumenique
d'Entreiade***'
Plaisance Hospital****
Pilatte Hospital****
Cooperants (French)****

100,000
100,000
50,000
50,000
40,000
160,000
110,000
120,000

Jean Rabel,

Equipe

Missionaire (German)****
La Saline****
Bon Repos****

940,000 all others

50,000
40,000
60,000
40,000

10,000
10,000

*

U.S. PVOs with the largest programs.

**

An AOPS member, but with its own independent project funding.
CMSCS has requested that it expand to 150,000.

*

U.S. PVOs with less coverage; this should include SAWSO as
well, but no data were available.

**

Indigenous PVOs or those with non-U.S. Government funding.

*****

When AOPS III projects are included and all AOPS I/I

are complete.
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expansions

mothers; emphasis on a limited set of priority interventions; total popula
tion registration with identification and follow-up of priority groups; the
rally post; and a standard basic service delivery plan.
The Table 7 totals
indicate that the private sector as a whole, and AOPS in particular, is
already far surpassing what now seems to be rather modest USAID goals for
child survival.
In 1982, there were only two population-based community
health programs in the country: one at Albert Schweitzer, with a registered
population of 160,000, and one at Cit6 Soleil, with a registered population
at the time of 80,000. Three years later, the number of persons enrolled in
population-uased programs had jumped to 610,000, with an additional 400,000
persons covered by extensive outreach service networks operated by scattered
PVOs around the country. As of 1986, these combined entities are already
covering about one-half of the entire population of six million.
We must, nevertheless, be circumspect about references to coverage: child
survival activities are covering only a subset of the entire population, that
is, children under five and women of fertile age, and we have not begun to
talk about effective coverage. At the same time, we do know that MSPP cover
age of the Haitian population, because of the large number of constraints
internal and external to the public health sector, is basically passive and
opportunistic, and that large portions of its putative target population are
simply not being reached at all.
B.

INTEGRATION AND COORDINATION BETWEEN PUBLIC SECTOR AND OTHER PRIVATESECTOR HEALTH PROVIDERS

Integration and coordination with the private sector, in this case AOPS (of
which the CMSCS is a member), is a matter both of substance and of process.
The USAID describes a benchmark for this relationship: "While competition for
human. and financial resources continues between the public and private sector,
mechanisms for discussing differences have been established; moreover, pub
lic/ private sector collaboration in this sector is better than in most other
sectors." In the case of AOPS and the public health sector, it seems to the
evaluation team thdt this condition has already been attained and that there
is relatively little competitiveness between the two subsectors. In fact, the
Cit6 Soleil and AOPS projects virtually define USAID strategy element 4,
"improving private sector support for primary health care," which includes the
crucial dimension of private-public sector collaboration for the purpose of
el iminating redundancy, stinulating complementari ty tiet~een public and private
programs, and encouraging creativity and innovation.
In terms of substance, we have already noted the congeniality between AOPS
ani the MSPP in terms of their focus on infants, children, and mothers, and
on a limited set of priority interventions. A recent article (Augustin, et
al, 1985) notes:
"Focus on infants, children and mothers. The PCH elements stressed in
the Nouvelle Orientation of Haiti's MSPP was oriented toward the needs
of infants, children and mothers.
Tile UNICEF campaign for a 'child
survival and developnent revolution' was getting under way with its
stress on GOBI-FFF, and those interventions are both similar to the

52

Nouvelle Orientation and focused on mothers and children. It should be
noted explicitly however, that the AOPS approach was planned with a sim
ilar focus, not as a matter of blind conformity or slogan-following, but
because in Haiti (as indeed in most poor populations of the Third World
--whether urban or rural) it makes eminent sense. Most of the gross
excess of mortality in those populations is in fact occurring in infants
and young children and much of that mortality is potentially preventable
by the application of a short list of relatively simple and inexpensive
interventions--namely those in the Nouvelle Orientation or GOBI-FFF-
delivered to mothers and children."
There appears to be no rivalry between the MSPP and AOPS. In fact, in March
1983, serious thought was given at high levels in the DSPP to assigning to
AOPS the role as intermediary between the DSPP and all the private voluntary
agencies in Haiti. This role would have included: 1) screening, in coopera
tion with regional or, district public health authorities, all requests by
PVOs to develop health activities in Haiti; 2) coordination and control of
all PVO medical and paramedical activities, taking into account the public
health structure at the regional and district levels; and 3) educating all
PVOs on their obligations for integration within the National Health Plan.
In other words, AOPS would have had a lead role in both the public and pri
vate sectors for supervision, evaluation, and coordination. With the subse
luent changes in MSPP organization and staffing, and with the Pxpansion of
APS activity vis-a-vis its member organizations, this charge was never
formally assigned. It would be unlikely, however, that such a i.tential role
would even have been imagined if AOPS had been seen a- ei~ner potentially
competitive or troublesome.
The same article describes the process defined for AOPS/MSPP collaboration:
AOPS and its member NGO organizations, as well as the MSPP which had called
for NGO participation in the first place, were committed to genuine collabor
ation and, from the beginning, it was understood that AOPS as the coordinat
ing organization, the NGO itself, and the Ministry would contribute resources.
AOPS,

with financial support from USAID,

was able to provide a variety of re

sources for program planning, start-up, monitoring and evaluation, including:
1.

The development of the basic plan.

2.

The one-month training program for technical directors.

3.

Technical assistance in initiating the program.

4.

Census/registration forms and other record forms.

5.

Assistance in data management, analysis of results, and evaluation
of progress.

6.

The sum of $10,O00--one dollar per person In the total population
to be covered--for start-up costs, to be used for equipment, sup
plies, renovations, CHW training, and other expenses at the discre
tion of the NGO.
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The Ministry, acting entirely in accord with the principle that the NGOs were
a fully integrated part of the Haitian PHC delivery system, agreed to provide
resources, mainly for program implemnentation as follows:
1.

Personnel--physicians and/or auxiliary nurses--to be secunded to
the NGO.

2.

Cold chain equipment and vaccines.

3.

Essential drugs and contraceptives.

4.

Growth charts and, if necessary, scales.

The NGO, to be eligible for AOPS assistance, must be registered with the
Ministry and also have its specific community health program approved by
district health officials. Thus, each NGO program is fully integrated into
Ministry's district-level health plans. In addition, the Ministry requires
the participating NGOs to:
1.

Emphasize the priority interventions, as described above.

2.

Take responsibility for all or part of basic health services for a
defined population in a specific geographic area.

3.

Supervise other heal th personnel, especial ly community health work
ers and volunteers (e.g., midwives).

4.

Train and supervise their paramedical personnel according to Minis
try norms.

5.

Develop new programs and facilities in areas of the country not ade
quately served by the Ministry.

6.

Provide regular reports of health
using Ministry norlns (DSPP, 1983).

data

and

service statistics,

Perhaps the best example of what has been possible in terms of private-public
sector integration is the AMOSSE project group (La Montagne, La Vall~e, Marl
got, and Cayes-Jacmel) in the south of Haiti. Amosse is the acronym for the
Association Mixte des Oeuvres de Sant6 du Sud-Est, and the emphasis is on the
It is under the District Director of the MSPP, who is also the
term "Mixte."
Technical Director of AMOSSE, and provides good evidence that a well-integrat
ed, public-private sector project can serve as a model for what a commune
The project coordinates tile
doctor can achieve under such an arrangement.
activities of Foster Parents' Plan (Plan International Parrainage), Eye Care
Haiti (ECH), and AOPS. MSPP priorities are followed and the guiding princi
ple is cooperation; in fact, the decision was made, a priori, to use three
underutil ized MSPP clinics and to combine activities. AMOSSE became the out
reach and managenent mechanism for the public health sector in the area, at
the same tine that the public sector was enabled to make a substantial contri
bution in terins of fixed facil ities, and human and material resources, as
well as to contribute in ongoing fashion to maintenance of MSPP norms and to
The MSPP provides its staff doctors and auxiliaries to
general supervision.
support the project, that Is, they form the nucleus of the rally post teams,
and also provide the vaccines, cold chain, alcohol, syringes, etc. The MSPP
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also provides the on-site doctors for Marigot and Cayes-Jacmel.
The AMOSSE
administrator is an ex-employee of the MSPP and is particularly valuable be
cause he knows both sectors, understands MSPP problems and objectives, and
has helpful contacts.
Nevertheless, AOPS' experience aith integration has varied regionally, parti
cularly at the outset when the project founders engaged in their first promo
tional visits. In one region, the director was dynamic and already interest
ed in innovative outreach approaches, and logistics were easier. In another,
the director wanted to determine the zone the AOPS project should be selected
from; in another, the director was powerful and committed but wanted more
control than AOPS was comfortable with; and the fourth region is still not
well organized and has major logistical problems.
This is to be expected,
since the MSPP has been in the process of establishing regional ization as
well as a new logistics system; at the same time, it indicates that integra
tion has been harder work than enunciation of easy pieties would suggest.
AMOSSE is not an exception, however; other AOPS projects, e.g., Pignon, have
similar relationships or have steppe in (Belle Anse) where the MSPP simply
has not been able to function. At the same time, not all projects display an
actively integrationist stance and some give an impression of having essen
tially perfunctory MSPP relationships.
While AOPS is dealing with a fair
amount of heterogeneity and may consider itself unable to control this aspect
too intensely, there is at least one thing AOPS could do to make the integra
tion effort more even across projects. As things stand now, the AOPS coordi
nators do not explicitly or regularly incorporate entry and exit interviews
wvith local-level MSPP authorities when they come into a region to do either
scheduled or ad hoc supervisory visits. This would not be difficult or exces
sively time-consuming, and would serve to enhance coordination to the possi
ble benefit of both sides. There have been problems with logistics and sup
plies in projects where the MSPP has had the responsibility for such provi
sion; while this may simply be a problem of non-uvailability, a more regular
ized contact :night be rewarding.
F:,ially, there is the USAID role vis-a-vis public-private sector integration
and coordination.
AOPS was established as an AID project to do precisely
that and, of the approximately 200 PVOs providing some kind of health deliv
ery in Haiti, 90 were AOPS members as of April 1986; of those, 32 have signed
a contract with AOPS. The role to which USAID/Haiti committed itself in the
AOPS Cooperative Agreements was "to endeavor to encourage all private volun
tary health service groups to join with AOPS and the Department of Public
Health and Population ('ISPP) in implementing the national heal th plans," as
well as "to facilitate collaboration and coordination between the MSPP and
private sector health agencies." The team's impression is that AOPS is doing
most of this work and that AID's integrative role appears to have been much
,ncre activist in the past; at present it seems to be largely passive and be
nign. If AOPS is doing this work and there are no striking problems, then it
is probably just as well to leave that situation alone.
At any point where
Jiscontent or competitiveness show signs of setting in, then the USAID nealth
office -night serve an intermediary role, and should assume the responsibility
for keeping its finger on that particular pulse. The evaluation team did get
some glimners of stress between projects which qere exiting the AOPS system,
however, one of the limitations of the evaluation was that we did not Include
site visits to any of those p-ojects as a part of our sample and were left at
the level of rumor and innuendo.
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IV. PROGRAM MANAGEMENT AND ADMINISTRATION
A.

STAFFING AND HUMAN RESOURCES

The organizational structures of AOPS and the Complexe Medico Social de Cit4
Soleil are quite different, as is to be expected from their patterns of histor
ical evolution, the concentration of their responsibilities, and the dist'ribu
tion of the infrastructure for which they are responsible. An annotated "organ
igram" for each institution is presented below (Figures 2 and 3), followed by a
brief discussion of major issues which confront them.
1.

AOPS
a.

The central level

There are two major issues with regard to the organizational structure of AOPS.
One is the role of the four coordinators. As this evaluation was concluding,
no decision had yet been reached about whether the coordinators would continue
to ba regional, one each for Port-au-Prince and the South (Fanfan), the Trans
verse and the North (Simeon), and one to cover monitoring and evaluation over
all (Robin). One possible revision to this division of labor would make one
coordinator responsible for AOPS III projects (Robin), another for general
matters of mother education and family planning (Lauredent), another (Fanfan)
full-time and one (Simeon) half-time for AOPS II and evaluation.
In the view of the evaluation team, there are good arguments for a division of
labor based both on regionality and special expertise which would, however,
involve the addition of new staff and skills. Three of the present coordi
nators are doctors and all have varying degrees of community health outreach
experience and skills; one coordinator (Lauredent), not a doctor, does have
special skills in mother education and, in conjunction with the four monitrices
who will be working in that area, particularly in Mirebalais and the Cit6
Soleil project, should have design and oversight responsibilities for this area
of the project as a whole. Another (Fanfan) has been developing some interest
ing techniques for monitoring and evaluation and should be allowed to continue
to work in this area, in conjunction with a statistician the evaluation team
recommends should be added to the staff to pull together that very important
aspect of the AOPS projects; this is discussed in more detail below in the
section on Monitoring and Evaluation. The other two coordinators would have
regional responsibilities, assuming their disposition to do that, for both AOPS
I/I and III projects, which would permit them a continuing relationship with
those projects and with the Ministry of Health regional and district authori
ties with whom we have recommended more regularized liaison.
There is another area of expertise that is not represented on the AOPS staff,
which the team considers crucial.
There are a number of issues that may be
said to be issues of "micro-management": showing and helping institutions how
to set up their programs and assure that things do not deteriorate; providing
technical reinforcement for setting up and running rally posts with really
productive, time-sparing efficiency flows; setting up, with the help of the
central-level AOPS accountant, reasonable, simple, standard ways of budgeting
and reporting on expenditures; and so forth. At present, there is no one on
the AOPS staff who has the technically developed management skills which
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FIGURE 3

INSTITUTIONAL STRUCTURE,

CMSCS (WAY 1986)

DIRECTOR GENERAL
(C. BOULOS)

I

I

I GENERAL ADMINISTRATOR
I
(VAN-KEERBEREEN) I

I

ASSISTANT
lADMINI STRATORI
I(SR. ANGELA) I

I

IcOORDI NATOR
(R. BDULOS)I

II

t

_ __

_

_______

I

_

_

________I
_

_

_

_

_

I

!1
c

IOPERA ONS (UNFILLED)l I OORDINATOR (UNFILLED)

I

I

II

___I

I

I

I

_______

I

1*

IASS'T COORDINATOR FORI*11USINESS W4R./ASS'T
TI

II~

I

JADMINISTRATI V E ASSITI**
I,
(K. BOULOS)

I

IIII

II

I

IRESEARC4 & I(STE. CATHERINE
IIBROOKLYN CTR. IBOSTON CENTERII
CHAPI
IICENTRE PAPAYOIIFOOD DISTRI- I
IEVALUATION IILABOURE HOSPITAL I I(F. MDOE, DIR.I III(U.AUGUSTE, DIR.II(SR.ISABELLE)IfrUTION CENTERI
IDI VI SION
I(F. JOSEPH, DIR. I1SR. MILABROS,
I
ISR.AMPARO, ADM.)II
II(SR.MANZANO
(.M.8ULOSISR.MARTIHA,
ADM.) I1ADM.)
1

.1

I

I
1

IO CULTURAL

I

MEDICAL

I

COMONENT

I

COMPONENT

I(PHANOR, DIR.I

I(J.

MAZOURKA,

I

I

DIR.)

1I

ENARD
SR. PILAR

'

New positions under discussion, pending USAID approval and corresponding fundIng.

*'

Position t

ho upgraded; similarly pending approval.

58

could speed up the institutionalization of projects and their smoother opera
tion, as well as profit from the lessons learned to date.
Finally, there is the matter of overall project direction. The present General
Secretary will be increasingly involved in the setting up and operation of the
Child Survival Institute and has already come to be stretched quite thin. An
Executive Director should be hired for the AOPS projects as soon as possible
a d some determination will have to be made about the overall attribution of
responsibility for the AOPS I/II and the AOPS III projects. Although tile lat
ter are part of the Mobilizing Mothers project, they are larger replications of
the model used to date and there are good administrative arguments that can be
made for keeping responsibility for all the AOPS projects in one management
core. Certainly from the standpoint of supervision, monitoring, and evalua
tion, as well as the relation of these to the development and continued testing
of the AOPS model, there are good reasons for considering all AOPS projects as
parts of the same whole.
In any event, the Executive Director should be both
technically qualified and a vigorous implementer, and someone who can provide
adequate oversight for the crucial reporting and analytical functions for
satisfaction of the bureaucratic requirements of AID; for communication with
the MSPP; and for the adequate, ongoing broad-gauge supervision and analysis
the project needs to fulfill
its central role as an operational research model
for a new approach to health care in Haiti.
It is also crucial for the executive levels of AOPS to assure the continuance
of one of the attributes that the evaluation team considers one of the major
strengths of the project. While there has been one instance of a small group
of projects which seemed to be going well turning out to be quite troubled, in
general the sense is that upper levels of AOPS program management are well in
formed. Although the evaluation team found problems in the reporting system
(discussed below in the section on Monitoring and Evaluation), within AOPS
reports are circulated and absorbed quickly and, since the addition of the
Auditor position (Robin), there is no sense of being out of touch with projects.
If there is to be elimination of the Auditor position, which was seen as tempor
iry in any case, then the Executive Director should be mandated to perform on
going audit activities or delegate them explicitly to another staff member.
lowever this oversight responsibility may be delegated, no request for project
extension or for follow-on funding should be answered affirmatively without a
central management investigative visit.
In the case of extension requests,
both the Executive Director and the AID project officer should make a site
visit to see how the project is operating before funding is approved.
The courage to terminate or withdraw support from a project which augures
poorly, even after being given a reasonable amount of time and technical assist
ance, is an expression of strong management will. It is not atypical, especial
ly in relatively small societies where such sanctions are not easily applied,
for organizations to look away from inappropriate behavior and let institution
al life go on.
In this light, it is important to note that AOPS, in fact,
withdrew or withheld support from several projects which displayed discouraging
signs. In two projects there was reason to believe that project funds might
not be well used.
In two others, the institution had rather strong views on
the model that should be used for primary health care delivery, views which
were incompatible with the AOPS model; support was terminated or has been sus
pended until such time as such philosophical and technical decisions are re
solved to everyone's satisfaction.
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b.

The field level

Since all AOPS projects are set on a pre-existing basp, are found in different
localities, have different histories, and have had recourse to different pools
of human resources variously funded, it is not surprising that all AOPS proj
ects are organized somewhat differently.
Typically, the staff of the AOPS
field project institutions includes: one physician, one auxiliary nurse, one
record-keeper (archiviste), and ten community health workers. The physicians
are, by and large, one to two years out of medical school , the auxiliary nurses
have received nine months of training in a nursing school, and the community
health workers and archivistes have received one month of training by the phy
sicians. Of the first group of 16 AOPS institutions, all received some form of
external support from expatriate organizations, usually church groups. Despite
this external support, the financial situation of these institutions was quite
modest. Only one institution in this group (Pont Sond6) had managed to acquire
some measure of financial autonomy through the operation of a fee-for-'service
curative care center. Thus, most of these institutions were quitc limited in
their operations and, correspondingly, in the amount of available, adequately
qualified staff. For this reason, MSPP staff which the Ministry no longer had
the funds to support or could not support logistically have become a primary
source of staffing for the AOPS projects, under different support arrangements
and combinations of funds.
At the beginning of the AOPS I project, none of the newly participating insti
tutions had a full-time manager attached to the community health program. The
person with overall responsibility tended to be a priest, pastor, nun, or phy
sician, with other duties besides those of coordinating the community health
progr.an. Table 8 describes this initial condition.
Table 9 describes the
current situation, with the added emphasis on the presence of a doctor as the
leader of the project, together with the evaluation rnkings assigned to each
project.
TABLE 8
SURVEY OF MANAGERS OF THE 16 AOPS I INSTITUTIONS
SITE

MANAGER

OTHER RESPONSIBILITIES

Montrouis
La Vall~e
Las Cahobas
Fds. Parisien
Pont Sond6
Gros Morne
Pignon
Taifer
Thomassique
Belle Anse
Thomazeau
Duplessis
Fr~res
Bonne Fin
Quartier Morin
Mirebalais

Priest
Social worker
Pastor
Pastor
Priest
Physician
Physician
Priest
Priest
Physician
Physician
Lawyer
Physician
Physician
Pastor
Administrator

Seminary, school, community development
Community development
Church activities
Church, school
Church, community development
Hospital administrator
Hospital administrator
Church, school
Church, community development
Health Center
Health Center
Community development
Hospital construction
Hospital administration
Church, community development
Eye health program
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TABLE 9
INSTITUTIONAL SPONSORSHIP AND PROJECT ADMINISTRATION,
ACTIVE AOPS PROJECTS AS OF APRIL 1986

I

ALL CURRENTLY

I
IEVALUATION
RANKING

I

I

lEpiscopal Church
Community Group (CODEVA)

PROJECT
IMontrouls
ILa Vallee

*

2

I
ILas Cahobas

1
1

J

2
5
3

Fonds Parlsien
Belle Anse
Bonne Fin
IThomassique

nurse
head of community
group; problems with
doctor turnover
pastor; problems with
doctor turnover

I
I

I

IBaptist Missionary Convention

I*

I

I

Eye Care/March
Community Group/Hopltal Alma Mater

* pd. by project
I

Pont Sonde

LEADERSHIP/ADMINI STRATION
M.D.
L
OTHER

IN.A.

I
I

I
IMirebalals
IGros Morne

I

INSTITUTIONAL
SPONSORSHIP

Ino

I

J* Agent de Santb; have
doctor
teacher; was set up
by priest, one of
AOPS fuunders
pastor

3

fCatholic Priest

2
5

Pastor
I
Medicos Mundl
IMisslonarles/Hopital Lumlere
IPriest/community group/MSPP/Hopital I -enoian services * priest; have no
BIenfalsance
I
doctor
1*pd. by MSPP?
FHASE/World Vision/MSPP/community 1* pd. by FHASE
Igroup
I
I
ISmall PVO formed by 2 expatriate
physiclans
lCommunity group (CODIPP)
I
I*teacher/community
leader; drs. pd. by
I project, turnover
problems
AMOSSE/Eye Care/Foster Parents'
*

I
4

I
ISt.Raphael Pignon1
Freres
1

4

IThomazeau

2

IDuplessls

1

2

Imarigot

1

3

IPlan/MSPP
1C
ayes-J acme
ILa Montagne
ICazale
ICarrefour-Poy

I
1

5
4
I
2

I

"1I
1I
lEplscopal clinic
lCommunity support group (UEU)/MSPP

4

1
1

SICompassion
IBethel
lGrande Colline

I

•

I

I

nutritionist; drs.
pd. by project; turn-1

I
I

lCommunity group

I
I
II
I

I
I

IFermathe
fQuartler Morin

1* new

Icentre Mixte

I
IFonds de Negres

I

4
2

lover problems

Salvation Army officer; have no doctor
(left to take residency at University
Hospital)

I
I

Baptist mission
IBaptist mlssionarles/Malson
Same as Thonazeau

11
I

pastor

I*

Community group (ADIGCOM)

No longer functioning within AOPS.
Too new to rate or only partially functioning.
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The question has been raised as to whether the presence of a doctor in the
Looking at the evalu
pivotal leadership role in an AOPS project is crucial.
ative rankings--an admittedly imprecise and intuitive activity--it would seem
that there is a positive correlation between the presence of a qualified, com
Of the projects ranked as 5
mitted doctor and a well-functioning project.
Of those
leadership.
medical
committed
and
("exemplary"), all have competent
one
and
Fr~res);
(La
Montagne
leadership
medical
ranked as 4, two have active
(Fermathe) has st-ong medical backup as well as strong Baptist mission support.
In contrast, Thomassique has lo doctor but is supported by an extremely force
ful community group, "Tet Ansam." Fonds des N~gres has just lost a very good
doctor and the implications of this for the project are not clear; this will be
a key project to watch, in order to see if, once well started with good medical
support, a project built on the AOPS model can go continue comfortably and
effectively on its own. In fact, all the projects which have been ranked as 3
and above and which do not have a doctor or continue without one, should be
carefully watched, since they should provide some reasonable response prior to
the design of AOPS IV, as to whether a doctor is essential for startup but less
important as a project matures, or not necessary at all under certain circum
stances. This group would include: Thomassique, Fond de Ngres, Gros Morne,
and Pont Sonde; it might also include a project which has moved outside the
AOPS fold, that is, Montrouis, for purposes of history and comparison.
One thing that is clear is that all projects which have had problems with doc
tor turnover have had problems attaining adequate functioning. Some of these,
e.g., Duplessis, La Vallhe,* and Duplessis, all have powerful community-based
leadership. It is not clear where the direction of causality moves. Do proj
ects with strong community leadership generate conflictive situations for doc
tors, who have their own professional predispositions to want to run things?
Or, have these strong communities simply been unlucky enough to be saddled with
doctors who are not really interested in doing primary health care, despite
exposure to a month of training at Cit6 Soleil , and whom the community has
finally had the courage to fire?
An easy answer to those questions would have required more on-site investiga
However, we have concluded
tive time than the evaluation schedule allowed.
that there is an argument to be made for a continuum. At the positive end,
where the best-functioning projects are found, one also finds the combination
of strong medical leadership and active community support. At the negative end,
where projects are functioning least well, there is weak community support and
an uncommitted doctor. Returning to the positive end, the next best option is
an active community with a weak and uncommitted doctor (who can always be
fired). And, finally, the next-to-worst scenario is a committed doctor who has
a lethargic or hostile community which he alone can only change with difficul
ty (see Figure 4).
Dr. #1
The case of La Vall~e, now on its fifth doctor, is instructive.
was trained at Cit6 Soleil but left after mutual misunderstanding, appar
ently about money; he is currently working successfully at La Montagne.
Dr. #2 got part of the Cit6 Soleil training, but CODEVA did not like his
bedside manner. Dr. #3 was a social service doctor who seems to have run
afoul of community leadership. Dr. #4, also a social service doctor, was
a motivated woman who organized the files and got rally posts started,
but who again appears to have encountered difficulties with community
leadership. Dr. #5 has little real interest in preventive health and is
in conflict with an expatriate nurse who wants to restart the program.
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FIGURE 4
THE AOPS PROJECT MANAGEMENT OPTION
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Consensus developed in the evaluation team, despite initial cynicism on the
part of two of its members, that, at least during the startup and consolidation
phases of an AOPS project, the presence of a committed doctor, with an orienta
tion to primary health care, is necessary. Still, while the presence of such
an individual may provide quality control, technical expertise, overall super
vision, and prestige to the endeavor as a whole, it is more likely than not
that the doctor will not have the necessary administrative skills. Similarly,
projects which may have the advantage of a strong community leader acting in an
administrative role may have high powp 'sof motivation but still be untutored
in the requisite management capabilities to make the project run well.
Optimally, an AOPS project should have a technical and an administrative chief.
The doctor provides the technical supervision and quality control and the ad
ministrator runs things. Interestingly, the projects which function best have
both those sets of skills, in various combinations, vested in different individ
uals (e.g., AMOSSE, Mirebalais, Pignon, Belle Anse). Inprojects where doctors
either do not or cannot administer, or where community leaders cannot manage,
there are problems.
Both the community leaders spearheading AOPS projects and the doctors who are
their technical supervisors need training in basic management skills. These
should be taught with only marginal amounts of theory and primarily organized
around the practicum. At present, community leaders receive no project train
ing and the four weeks of doctors' training at Cit6 Soleil is 80 percent ded
icated to the technical aspects of the priority primary health rare interven
tions, with relatively brief amounts of time dedicated to the very important
matters of registration/record-keeping/follow-up and more routine administra
tive issues. While there must necessarily be differences in the substance of
training for doctors and project administrators, we recommend that they be
trained at the same time: the doctors will need some mianagement training, the
administrators substantially more, but it would also be useful for administra
tors to be given some basic understanding of the technical and health goals of
the project. The ancillary matter of attrition in the corps of medical direc
tors trained at Cit6 Soleil is dealt with below under "Training."
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2.

Cit6 Soleil (CMSCS)

Figure 3 presented the organizational structure of the CMSCS (see page 58.
Like all "organigrams," it does not deal with the issues even when appearing
quite structurally reasonable. What is not conveyed by this particular organi
grain is the extent of the CMSCS workload, which seems to the evaluation team to
be reaching the point if unmanageability. The sense of the management of the
project is that there is not a management problem in the sense of undue concen
tration of responsibility. The basic problem perceived at the Complex is less
a management issue than a financial one which redounds negatively to management,
that is, the constant search for money, the hustle, the generation of proposals
which may run the risk of being focused on what some donor or university wants
to know rather than what needs to be known for the Haitian context. Since, to
date at least, the research projects which have been generated seem to be gen
erally appropriate, the issue is not one so much of research quality, but the
energy and high-level technical skill needed to keep the pocketbook functional.
The solution now being studied is the addition of the new positions (starred in
Figure 3), which will be funded under a $750,000 amendment under consideration
by the USAID. While the team supports approval of this amendment for these
purposes, we wish to record our concern that the appropriate skills be brought
to the filling of the proposed positions. Perhaps the most important skills
package, and the one about which the CMSCS and the USAID should be most exi
gent, is that of the Buqiness Manager. We are concerned about the combining of
two sets of skills that is being contemplated for that position. The incumbent
will be expected to: 1) be familiar with numbers and supervise the activities
of the Administrative Assistant, be responsible for day-to-day accounting ac
tivities, and deal with issues of financial management with the various donors;
2) coordinate the self-financing component of the project, of which a major di
This is simply too
mension is fund-raising; and 3) play a role in marketing.
large a portfolio and it is improbable that someone can be found in the Haitian
context who dominates all these skills at the necessary levels of expertise.
There are basically two jobs here: financial management and fundraising/market
ing. The latter can be enhanced by short-term technical assistance, but the
former should be provided in-house, in ongoing fashion, with the necessary
technical preparation to assume full responsibility for this area, leaving to
existing project administration the substantial role of operations (see Chapter
V on Financial Management).
Another crucial staffing issue for the CMSCS is the number of Community Volun
In theory, the
teers (ColVol) availaole to do the Complex's outreach work.
ratio of population to Community Volunteer is 1,000:1, or, approximately 200
In practice, this has not always worked out, partly
families per ColVol.
because of staff inexperience, partly because some prior censuses have under
counted, and partly because of migration. In Carrefour-Poy, for example, the
staff was so initially overwhelmed by procedures and data that some ColVols
were assigned sectors far too large to manage. In Cit6 Soleil, constant immi
gration and emigration, particularly in the border neighborhoods and those spa
tially more vulnerable to squatters, produce a constant need for census verifi
cation and there are some areas that have not yet been censused. This instabil
ity, shifting densities, difficult geographical configurations, and a popula
tion which grows steadily, make assignment of ColVols in Cit6 Soleil a delicate
business.
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Furthermore, the fact that the population of Cit6 Soleil is not only larger
than previously estimated but still growing, has moved the CMSCS staff to feel
that they will need at least 10 to 12 more ColVols to deal with the Linteau
squatter area alone. To not only handle the population in the areas already
being covered (est. 100,000+), but to expand to a coverage of 150,000, the
CSMCS will need another 50 collaborators; that request has already been made to
USAID. The rationale is that the support structure already exists for such an
expansion and could, in fact, support up to 200,000 population. The only addi
tional requirement would be for ColVol salaries: $45 per month per capita or
$50,000 per year); no more doctors would be needed. The present funding level
for Cit6 Soleil is $750,000 per year to cover 100,000 people or $7.50 per year
per capita. The addition of 50 collaborator salaries at $45/mo. to cover anoth
er 50,000 people would produce a project cost of $800,000 per year, or a total
of 150,000 people at a lower per capita cost of $5.20.
According to the Project Paper, the Complex is committed to "increase coverage
to include the entire Cit6 Soleil population (approximately 100,000 people)
using the collaborator network."
Since that base population has changed in
size, and it is that demographic fact to which the Complex is trying to respond
with an increase in the number of ColVols, the request for additional funds
seems reasonable. Given the quality of care available through the CMSCS facil
ities, for a population which has no other easy access to quality health care,
especially in a politically sensitive and volatile urban area, extension of
coverage at relatively low per capita cost should be a high priority in the
USAID health portfolio. Given the Complex's commitment to intensify its fund
raising endeavors and enhance the income-generation capability of several of
its components, at least some of the additional cost for expanding coverage to
the entire, real population of Cit6 Soleil can conceivably be recuperated,
depending of course on other factors such as operating costs, success in re
structuring user fee schedules, and fundraising results.

B.

TRAINING AND CONTINUING EDUCATION

Because the CMSCS provides training for the AOPS field project staff and be
cause it appears that that linkage can, and should in our view, become strength
ened and better elaborated, we will discuss the subject of training and contin
uing education for the CMSCS and AOPS as a whole. A distinction will be made
where that is appropriate.
This section will deal only with the process and content of training for each
program personnel level; the issue of worker incentives is dealt with in Chap
ter V on Financial Management.
1.

Doctors
a.

Training curriculum

As the CMSCS and AOPS programs have evolved and are currently structured, doc
tors have been the driving force and are the linchpin of the two community
health outreach approaches.
It is hard to see how the urban-located, fixed
facilicy-based Cit6 Soleil activity coulo function without doctors in the key
leadership positions, and we have already discussed the issue of the doctor as
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administrator of the AOPS field projects (see IV.A, Program Management and
This section will deal with
Staffing and Human Resources).
Administration:
given to these doctor
of
the
training
and
extent
the
quality
issue
of
the
administrators.
To date, 45 doctors have been trained at Cit6 Soleil in a one-month training
Continuing education
program which costs each institution $1,000 per capita.
is supposed provided in 1-day workshops given regularly every three months. An
underlying concept is that of the "training cascade," that is, that each doctor
administrator, after training at the CMSCS, will return to the field project
and train the ColVols and the archivistes, as well as provide additional train
ing to the auxiliary nurses, in the range of skills needed to implement the
AOPS delivery model.
After training, the doctors are supposed to be capable of organizing, supervis
ing, and evaluating a community health program. This capability includes the
following functions, as set forth in the CMSCS/AOPS training outline, "Pro
gramme d'Entrainement en Medecine Communautaire" (presented in Appendix C in
its entirety.):
1.

Organize a community health program.

2.

Define the population to be served,
sub-populations.

3.

Organize a health center or re-orient an existing Health
Dispensary/Hospital Center.

4.

Organize rally posts.

5.

Provide the maternal-child populations with appropriate, good-quality
primary health care.

6.

Supervise and train project health staff.

7.

Evaluate the results of training efforts, as well
rally posts.

8.

Be capable of collecting/supervising the collection of project manage
ment and impact data.

9.

Be capable of identifyinj constraints to implementation and develop
new strategies as circumstances require.

including the

specific target

as that

Center/

of the

The curriculum content is paced as follows:
Day 1:

Pre-test
Program overview, tour of the Complex

Day 2:

Introduction to demography and census, ,ise of the household
register

Day 3:

Introduction to demography
Practicuin: mapping
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Days 4-6:

Introduction to demography
Practicum: interview techniques

Day 7:

The Community Collaborator (ColVol):
tasks, and supervision

Day 8:

MSPP priorities, long-term and intermediate objectives
Practicum:
interviews

Day 9:

Elements of public health planning
Practicum in public health planning

Day 10:

Nutritional surveillance of preschool children
Organization of a health center

Day 11:

Nutritional surveillance: concept, utility, indicators
The battle against diarrhea-associated mortality; promotion of
breastfeeding and oral rehydration therapy

Day 12:

Prenatal clinic care: objectives, content
Breastfeeding practices in Cit6 Soleil

Day 13:

Prevention of low birthweight
Rally post organization

Day 14:

The concept of surveillance applied to other health programs

definition, selection,

Organization of health center records, dossier classification
Day 15:

The anti-tuberculosis program

Day 16-18:

Rally post organization

Day 19:

Evaluation
Integration of traditional birth attendants into the health
system
Health indicators: selection, value, utilization

Day 20:

Supervision and continuing education of personnel
Introduction to management of a health system

Day 21:

Nutritional rehabilitation: rehabilitation center management
Techniques of nutritional rehabilitation
Rehydration, management of cases of severe malnutrition
Milk bank

Day 22:

Characteristics of health care in community medicine
Utilization of health indicators in program evaluation

Day 23:

Interpersonal relations; techniques of taking/getting informa
tion
Evalua:ion of health programs; review of epidemiologic methods

Day 24:

Free discussion

Day 25:

Free discussion

Day 26:

Post-test
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We understand that this cu "iculum is being modified, as are the curricula for
all other health worker levels who will be trained at the new Haitian Public
Health Institute (HPHI) being set up in Cit6 Soleil under the Mobilizing Mothers
for Child Survival project. The Institute is already training some PVO staff
outside the AOPS group, although this is being done sporadically on a request
basis; for example, the fledgling institute has recently trained all the CARE
CMSCS and
field supervisors in the Expanded Program in Immunization (EPI).
AOPS technical leadership are beginning the process of compiling curricula and
training mate als from a number of public-and private-sector sources, with the
idea of distil ing from the best of these the curriculum structure, content,
and materials to be utilized in training for all levels at the Institute. The
team expressed its concern that this exercise not generate yet another costly
round of wheel-reinvention; we were assured that this was not the intent. Our
suggestion would be that the best of these, most importantly the very excellent
set of modules and ancillary materials produced for the training of the Agents
de Sant6, be used as training texts; selections of readings would be made to
fit the AOPS model and the lesser amount of time being accorded to training at
No level will require the extensive (3 months) and elaborate
each level.
training that was given to Agents in the heyday of the Rural Health Deliver
project; those individuals were to be basically community-level providers of
selected services who functioned as satellites and depended for their provision
ing on fixed facilities to which they also referred patients for higher-level
care. Additions to that material that are specific to the AOPS module, e.g.,
record-keeping, monitoring and evaluation for a population-based activity,
could be produced and taught as separate modules.
In general, the course as it has been taught could be strengthened if the fol
lowing adjustments were made:
The flow of the curriculum should be re-ordered to more closely re
1.
flect the actual flow of the field activity, i.e., personnel selection; census
ing; rally post organization; priority interventions, their content, purpose,
and implementation; follow-up; monitoring, evaluation, and feedback.
Material that is specific to the functioning of the Complex, e.g.,
2.
nutritional rehabilitation centers and milk bank, should be eliminated, since
they apply only to a limited subset of projects and could be presented in
1-day continuing education workshops for projects for whom it is rele
vant.
Increased weight must be given to record-keeping, administration, and
3.
supervision, which are crucial to the program. The amount of time devoted to
these areas is inadequate for doctors' management needs and certainly to their
With regard to
current responsibility for training ColVols and archivist(-,.
the last point, we will recommend below that the doctors' responsibilities in
If the doc
the training cascade be re-thought and correspondingly adjusted.
tors are relieved of responsibility for the initial training of ColVols and
archivistes, then more tine in their own training can be dedicated to some
Doctors who come through the medical education se
Dasic nanagement skills.
qaJence in Haiti, as in nost places in both the developing and developed world,
are not trained as administrators.
4.
Even If the doctors' role in the training cascade is adjusted, they
will still need some pedag ogical skil Is for continuing education and (lay-to
day supervision. There is a well-generalized lack of pedagogical skills among
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even the most knowledgeable and committed members of the project teams visited.
An explicit nodule needs to be developed for use in all CMSCS and AOPS activi
ties in: training skills, productive provider-client interaction, role-play
ing, focus groups, mutual feedback, and very simple, non-threatening testing
techniques for use not only with health delivery personnel but for community
level supervisory and evaluative contacts as well.
b.

Training attrition

Of the 45 doctors trained in the Community Health Program at Cit4 Soleil (see
Table 10), 23 (51 percent) are no longer working for the institutions which
sent them for training. This looks like a more dramatic loss than it is. Of
the 23 "losses," four were transferred to other AOPS-affiliated projects,
either because the project they were originally trained for did not survive or
is no longer functioning within AOPS, or because they were needed at higher
levels in the AOPS organization or for projects that showed more promise. This
is a chronic stress that afflicts most organizatio-s, including AID, that is,
the upward movement of staff members who distinguish themselves in the field
and then are "stolen" for higher administrative purposes. In the case of AOPS,
these judgment calls do not seem to have prejudiced projects which might other
wise have survived.
This adjustment still leaves a net training loss balance of 42 percent, still
quite high. However, of the remaining 19 losses, eight were trained by insti
tutions which are no longer functioning projects, which reduces the net train
ing loss to 11, or 24 percent. This means that, of the doctors trained to run
AOPS projects, approximately one-quarter have not worked out or have been
attracted elsewhere (e.g., the Fonds de Negres doctor who, understandably, left
to take a residency at the University Hospital in Port-au-Prince). However, a
training cost of $1,000 per capita, these losses are not trivial. Furthermore,
the team suggests (see Chapter V), Financial Management) that this training fee
is too low and that consideration be given to raising it. This would increase
the institutional investment in physician training.
There is, nonetheless, a set of chicken-and-egg questions. Can one excuse from
calculations of training loss doctors who have been affiliated with projects
which have not survived as components of the AOPS project? Are those trained
doctors victims of circumstance, for instance, a community which is, for one
reason or another, too difficult to work with? Or is the doctor the problem?
If the doctor had been better prepared and better oriented toward the realities
and skills required in community health work, would the project have survived?
Four projects (La Vall~e, Las Cahobas, Duplessis, and Carrefour-Poy) have had
persistent doctor turnover problems; each of these had to train the doctors
they already had on site and were thus dealing from the very outset with faits
accomplis. At the same time, all of these projects also have powerful commun
ity groups or leaders which hav. generated substantial stresses for doctors
who, admittedly, are not culturally or professionally very good about being
told what to do. This returns us to the question of whether the project is
training the right people the right way.
Are doctors too expensive and too
potentially unstable as a trainee population?
It costs $1,000 to train each
doctor; those who stay in some community health system, either within AOPS or
outside it, cannot be worse off for having been trained, but those who leave
cost money and time. Still, the doctor is a crucial component in the startup
of an AOPS project (see IV.A.1.b); before s/he is cast aside as an unduly
costly training investment, some intermediate curative steps might be under
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taken. One is obviously improvement of the power of the training itself, so
that doctors are better able to manage and more firmly dominate the material
crucial to their role.
The other is pre-training screening.
Some effort
should be made by each AOPS area coordinator, perhaps in conjunction with Citi
Soleil trainers, to screen doctors before training. There are certain things
that can be known about a doctor in situ before he is trained; in fact, the
existence of a non-committed doctor should be considered before projects are
accepted for AOPS support.
Either the community and the AOPS coordinator can
agree to try to replace the doctor from the outset, or the project should be
eliminated from consideration if the doctor cannot be replaced. The issue is
not necessarily having a doctor, but having one who cares and is motivated;
in the absence of such an individual, the project should not be supported or
thought should be given to training of an individual with good paramedical
preparation and experience.

TABLE 10
COMMUNITY HEALTH PROGRAM
DOCTORS DIRECTLY TRAINED BY AOPS
FOR AOPS III (N=6)
Name

Title

*

1.

Michelina C. E. Vallario

MD

*

2.
3.
4.

Hubert Fenelon
Antoine Noguerre Success
Henri Menager

MD
MD
MD

5.
6.

Max Antoine Bdlince
Ariel Henri

MD
MD

Institution (a)
ADIGCOM, Grande Colline,
Petit Goave
Thiotte
Minnesota
Save the Children,
Mai ssade
Carrefour-Poy
Diquini

a/

The institution which sent the individual for training.

Code:

*

Date Training
Began
18Nov. 85
17 Feb. 86
17 Feb. 86
17 Feb. 86
17 Feb. 86
17 Feb. 86

doctors who have left, either to leave the country or who are now
working in institutions not affiliated with AOPS.

+ = doctors who have left the institution which trained them but who
have been transferred to other projects affiliated with AOPS.

t = projects no longer in operation or not affiliated with AOPS.
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TABLE 11
COMMUNITY HEALTH PROGRAM: DOCTORS
DIRECTLY TRAINED BY AOPS
FOR AOPS II (N=15)

N4ame

Title

1.
2.
* 3.
* 4.
5.
* 6.

Lionel B,rthelemy
Harry Joliceur
Moreau Mie Michael
Jean L. Dargout
Vilvaleix Laurent
Pierre R. Jn Baptiste

MD
MD
MD
MD
MD
MD

t 7.

F. Toussaint

MD

Gerard Ag~nor

MD

Fritz Jocelyn
Antoni Constant
Guerrier Martineau
Harry Ren6
Jose Augustin
Newton Jeudy
Yolene Charles

MD
MD
MD
MD
MD
MD
MD

8.
t 9.
10.
11.
12.
13.
14.
15.

Institution (a)
Marigot
La Montagne
Disp. St. Andr6
Ctre Carrefour-Poy
AEDC, Chambellan
'tre Arm~e Salut,
Foods des N~gres
Ctre Cookson Hills,
Riji~re Froide t
Hop. Mission Baptiste,
Fermathe
Bas Fonds Philom. t
Hop. Pignon, St. Raph.
Hop. Pignon, St. Raph.
Eye Care, Mirebalais
Centre de Duplessis
Siloe Jacmel
FHASE, Fr~res
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Date Training
Began
Nov.
Nov.
Jan.
Jan.
Jan.
Apr.

84
84
85
85
85
85

N.D.
Jan. 85
Jan. 85
Apr. 85
Apr. 85
Nov. 34
18 Nov. 85
18 Nov. 85
18 Nov. 85

TABLE 12
COMMUNITY HEALTH PROGRAM: DOCTORS
DIRECTLY TRAINED BY AOPS TO DATE
FOR AOPS I (N = 24)
Date
Name
1.
+ 2.
+ 3.
*
*
*
*

4.
5.
6.
7.

+ 3.

Title

Muller Pierre Louis

MD

Laroche W. Charles (transferred to Ford Parisien)
Wilson Myrthil (transferred to AMOSSE/Jacmel
Camille Pierre Marie
Joel Charles
Carine Cleophat
Maymone Ch~rubin

MD
MD
MD
MD
MD
MD

Frantz Sim,'on (transferred to Central Office
as coordinator)
Adolphe Leclerc

MD

12.
* 13.
* 14.
15.

Lysie Peck (AOPS II)
Gilberte Coriolan
Herman Van Oyen
Mie Carmelle Duthil
Felert Cadet
Stephen Nelson

MD
MD
MD
MD
MD
MD

16.
17.
* 18.

Gerard Bros
Mie Jos6 Bros
Nancy Xantus

MD
MD
MD

* 19.

Yves A. Mathieu

MD

t 20.

MD

t 21.
22.

3dcques Lucas (transferred to CarrefourPoy)
Charles Marso
Ferrer Bien Aim6

f 23.

Kettely Laurenceau

MD

* 9.
10.
i 11.

MD

MD
MD

Institution (a)

Training
Began

Clin. St. Paul,
Montroui s
Hop. Betsaleel, Las
Cahobas
Hop. St. Joseph, La
Vallee
Hop. St. Joseph
Hop. St. Joseph
Hop. St. Joseph
Disp. Sacre Coeur,
Pont Sond6
Hop. Alma Mater, Gros
Morne

June 83

Ctre. Christ Pour
Tous, Fonds Parisien
Ctre. Christ Pour Tous
Ctre de Taifer t
Ctre de Belle Anse
Hop. fienf., Pignon
Disp. Thomassique
Hop. Lumi~re, Bonne
Fin
Ctre Thomazeau
Ctre Thomazeau
FHASE, Hopital
Comunautaire Fr~reL
Ctre de Duplessis,
Hatte Dufort
Ctre Orianie, Fond
Verettes f

Oct. 83

Orianie t
Maison Compassion,
Quartier Morin
Jeunesse Chretienne f
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June 83
June 83
Jan. 84
Nov. 84
Oct. 83

May 84
Jan. 84
Jan. 84
Jan. 84
Jan. 84
Apr. 84
Apr. 84
Apr. 84
Nov. 84
Apr. 84
Apr. 84
Nov. 84
Jan. 84
Oct. 83

c.

Continuing education

Continuing education for project doctors is provided in workshops every three
months. Since the AOPS institutions began their projects on a staggered basis,
the doctors' level of experience is correspondingly variable among projects.
However, they all face similar problems and the basis training concept here is
that those who have already faced those problems in the field will share their
experience and act as co-trainers.
Between November 1982 and March 1986, AOPS has organized and sponsored 16 semi
Seven of
nars and workshops in Haiti (see Table 13 for complete listing).
these were given in 1985 and dealt with the subjects of: the community ap
proach to primary health care, interpersonal relations, maternal protection,
vaccine-preventable diseases, the vaccination campaign, sanitary education, and
mother mobilization.
Most of these were one-day workshops, and largely theoretical. The AOPS (and
Cit6 Soleil) approach to training has been, generally, to use formal training
to provide theory; on-site experience to provide practicum; and seminars and
workshops to highlight special issues and problems, for instance, vaccination
campaigns or remotivating professional opinion toward a more supportive posture
on oral rehydration therapy.
Under AOPS 11 and the Mobilizing Mothers Project, both AOPS and the HPHI
should develop not only longer-term training but a scheduled series of short
courses, workshops, and seminars, the latter oriented systematically toward
priority health issues, with a balanced blend of both theory and practice. The
AOPS projects themselves offer a sufficiency of field sites for observational
visits which would provide more cross-fertilization among projects. That role
is largely vested in the coordinators. While the coordinators can transmit the
lessons of experience, they cannot be as powerful as the opportunity to see for
oneself. Mirebalais, for example, can provide on-site training in registra
tion/record-keeping/and followup. Pignon can provide on-site exposure to what
is involved in an aggressive family planning program. Belle-Anse can do the
same for growth monitoring and the AMOSSE projects can be a revelation to
despairing commune doctors. Although boarding facilities vary from place to
place, all sites have the potential for providing living space for short,
experiential training visits from other project staff.
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TABLE 13
SEMINARS AND WORKSHOPS HELD BY AOPS,
NOVEMBER 1982-MARCH 1986
DATE

PLACE

TITLE/SUBJECT MATTER

17-21 November 1982

Ibo Beach

Seminar on family planning

21-27 February 1983

Cormier Plage,
Cap Haitien

Utilization of community
health services

15-16 April 1983

Castel Haiti

Annual congress, oral
dration therapy

21-24 October 1983

Hotel Concorde

Seminar on setting up a com-

Cayes

munity health program

28 January 1984

Castel Haiti

Workshop on follow-up sheets

May 1984

Castel Haiti

Annual congress, information
on vaccine-preventable
diseases

July 1984

Castel Haiti

Workshop,
porting

14-16 September 1984

Jacmel
Le Jacmiellienne

Nutrition

1-3 February 1985

Hotel Imperial
Cap Haitien

Seminar, the community approach to programming pri
mary health care

16 March 1985

Castel Haiti

Workshop, reflections on the
factor of interpersonal re
lations

13 April 1985

Castel Haiti

Annual
congress,
protection

17 April 1985

N.D.

Workshop,
campaign

18 May 1985

Castel Haiti

Workshop, vaccine-preventa
ble diseases

25 October 1985

Kaliko Beach

Seminar, sanitary education

7 December 1985

N.D.

Workshop, mobilizing mothers
for child surveillance

15 March 1986

N.D.

Workshop, evaluation
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statistical

the

rehy

re

maternal

vaccination

2.

Community Health Workers (ColVols)
a.

Recruitment and selection

Each Community Volunteer Collaborator (ColVol) is assigned responsibility for a
geographic subset of a project of approximately 1,000 persons. The basic com
ponents of the ColVol role are the following competencies:
o

Carry out registration activities and report vital events.

o

Identify priority groups, particularly children under five (and
mothers) and pregnant women.

o

Participate in rally post activities, including group education, weighing,
and individual counselling.

o

Provide limited village-based services, particularly oral rehydration
therapy and the distribution of oral contraceptives and condoms.

their

The ColVol occupies a role at the interface between the health delivery insti
tution and the community; as such, the selection process of these individuals
can make or break a project. An excellent review study by J. Smucker (April
1986) of community participation in selected primary health care service deliv
ery systems * summarizes, for a number of programs in Haiti, the qualities of
community-level health workers and of the community systems that are intended
to or do support them. The best-performing community-level workers:
o

Understo,,d their role well.

o

Displayed rapport and respect for local people

o

Worked in the communities that selected them.

0

Received appropriate critique, guidance, and direction, through a supervi
sion system characterized by continuity.

o

Male r female, varying according to competing responsibilities and the
appropriateness of their interactive style.

o

Could enlist personal relations, relatives or close friends, to support
them in their work.

The programs reviewed included: Division of Family Hygiene and Nutrition
(DHFN), MOH: Household Distribution of Contraceptives, DHFN; Amelioration
de la Nutrition, DHFN; Family Planning, DHFN; Action Familiale d'Haiti;
Child Feeding Programs, including Adventist Development and Relief Agency
(ADRA), Community Integrated Nutrition and Education Centers (CINEC/CARE);
Hospital Albert Schweitzer Community Heaith Program; Petit Goave Integrat
ed Health and Population Project, DHFN; Service National des Endemies
Majeures (SNEM); and AUPS, including Mirebalais, Pignon and Jacmel.
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o

Did not have to compete with other health workers in the same localities
doing similar work.

o

Got adequate resupply of the necessary materials.

o

Also worked on other community projects.

o

Selected through community councils or other community leaders, not by
program staff unfamiliar with the area.

o

Were people in whom the community had confidence.

o

Were credible people with demonstrated leadership qualities.

o

Were not the most economically needy, too busy trying to manage their
personal affairs, or so involved in other activities (e.g., commerce) that
they did not have sufficient time to devote to the program.

o

Received supervision that encouraged and motivated them to high standards.

o

Tended to be high-status members of the community.

o

Tended to be volunteers who were somewhat older (over 45)

o

Received good support by community leaders who were honest and encouraging.

o

Gained increased status in the community, through some kind of uniform,
title, and/or public ceremonial recognition.

o

Lived in more stable communities with less demand for wage and seasonal
labor.

o

Were often recruited through their churches.

o

Were trained on a task-by-task basis.

o

Tended to be better educated.

o

Were able to enlist the support of volunteer assistants.

o

Tended to be newer workers, that is, they had not yet reached a plateau in
performance because the work had become too routine.

o

Came from communities where a dialogue had first been established by the
program with community leaders, whose consent and participation was en
listed a priori.

o

Were stable and mature, i.e., not less than 25 years of age.

o

Were capable individuals motivated out of interest in the program and a
desire to help.

o

Were asked to volunteer on a flexible schedule for a relatively short
period of time, unless some sort of incentive could be anticipated.
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and wealthier.

o

Were between 25 and 45 years of age.

o

Were associated with services that were credible and acceptable.

o

Were not community council officers.

o

Were able to pass a literacy/numeracy test appropriate to the skills to be
required by the program.

o

Received some kind of incentives,
selves, that were valued by both.

either to their communities

or them

These findings can, and perhaps should be, easily turned around to constitute a
set of criteria for selection of community health workers in Haiti overall.
The Smucker study itself (which included three AOPS projects in its sample) as
well as a recent PRICOR study of 45 ColVols from three AOPS project sites
(Thomassique, Mirebalais, and Gros-Morne) provide useful data on how well AOPS
The study revealed that
community-level workers respond to these criteria.
practically all ColVols were members in good standing of some organized commun
They
All were literate and most had completed primary school.
ity group.
represented a variety of occupational backgrounds. Their characteristics were
as follows:
o

Average age 28.5 years, with a range from 17 to 54.

o

Sex.

0

Number of children. Approximately one-third had no children,
had one to three, and 33 percent had four or more.

o

Years of residence.

o

Marital status.
35 percent single, 56 percent married,
common-law marriages.

o

Religion.

o

Occupation. The most important occupation for health worker; was agricul
ture (40 percent), followed by tailoring (11 percent) and teaching (7 per
cent). Seven percent said they were unemployed.

o

Schooling. 51 percent with completed primary school and 24 percent with
some degree of secondary school education.

78 percent men, 22 percent women.
33 percent

Over 69 percent were born in their assigned village.
and 9 percent in

65 percent Catholic, 35 percent Protestant.

While time did not permit meticulous scrutiny of the degree to which other the
ColVols in other AOPS projects and in Cit6 Soleil have satisfied the more qual
itative (and much harder to determine) of these criteria, it would appear that
many of the criteria were satisfied in more or less intuitive, serendipitous
fashion.
Some individual projects have set forth formal, written criteria for
selection. For example, the Mirebalais project included some rather simple but
apparently fruitful criteria; adult, good health, village resident, well known
and respected in the community, no personal animosity to any family to be
served by the program, past interest shown in community development, currently
employed in gainful activity, literate, and recommended by the community. For
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the most part, what seems to have been shared among projects is a certain com
monality in the ColVol selection process, of which the AMOSSE experience is not
atypical. The MSPP regional director (who also became the technical director
for the AMOSSE project) helped the head of AMOSSE to choose a pool of potential
ColVols. Both men met with community leaders, and explained the program and
its personnel requirements. Each group of leaders presented several candidates
who were required to be able to read and write, were economically self-suffi
cient (that is, not dependent on income from the AOPS project for survival),
and a member of the community. Each candidate was tested for reading and writ
ing ability, interviewed, and selected from the proferred pool.
The AMOSSE approach does contain a component which does not seem to be adequate
ly addressed in all AOPS projects, that is, the rigor with which ColVol liter
acy and numeracy are tested. The ability to find willing and adequately liter
ate individuals in some areas of Haiti is constrained. In some zones, literacy
is so low that the project almost had to teach literacy before at least some of
the ColVols could do the community census adequately. In Duplessis, the Coor
dinator had to re-do all the forms for one sector because of the low literacy
rates, and Duplessis is not a particularly remote site.
Given the centrality of the record system to the effectiveness of the AOPS
population-based approach, a number of questions are raised:
o

Should there be a standard literacy test for all ColVols?

o

Is a more literate ColVol better than a less literate one who has better
community rapport, if the situation is such that the two must be mutual
ly exclusive?

o

Is the problem generalized enough to be a problem? This should be dis
cussed by AOPS executive and technical staff, including all coordinators.
If the evidence is anecdotal and really not significant, then the issues
should be dismissed, at the same time that vigilance is not relaxed.
If
it is a problem, then it needs to be discussed and policy decisions made
about firmness with community leaders on selection and testing, or, in ex
treme cases, special literacy education.

o

What does this mean for replication of the AOPS model in the public sec
tor, especially in such remote areas as Bombardopolis where overall lit
eray levels will be substantially lower than the national average? It
goes without saying that these issues become absolutely crucial for the
archivistes: limited field observation of some of the archivistes in ac
tion suggested that literacy and numeracy skills required for those indi
viduals should be rigorously tested and demanded.

As AOPS proceeds with its operational research into the role of the CHW, we
would suggest that some of these selected criteria, including some of the
"softer," qualitative ones, be applied as control variables in consideration
of ColVol effectiveness.
b.

Training and continuing education

Each community has a somewhat different history and inventory of volunteer
workers, 2,;h with somewhat different skills and levels of preparation. Because
of this iariation, AOPS has let itself be guided by the principle that training
78

of the ColVols should be flexible and adaptive to the realities of the environ
ments from which each group of volunteers springs.
For instance, Pignon, which already had access to Agents de Sant6 trained by
the MSPP, trained such individuals only in new material, e.g., the AOPS record
keeping system, while new ColVols were trained from scratch. This principle has
guided the corresponding training approach at Cit6 Soleil , where the ColVols
for each Center are trained by the doctor in charge of that Center; as in the
case of the doctor-administrators, there is not yet a written curriculum or
training manual, although there is now consensus that standardization in writ
ten form is necessary. The Cooperative Agreements indicate that each ColVol
will get a total of six weeks of training.
At each site visit, questions were asked about how ColVol training had occurred;
in all cases, the answer was that training was viewed primarily as a continuing
education activity with, at most, a one-week block of startup training, with
special attention to priority and problem areas. In all AQPS projects, and in
Cit6 Soleil , ColVols are considered to be always in the process of formation,
and continuing education (recyclage) is largely unscheduled and ad hoc.
Cit6
Soleil schedules one week of recyclage per year for each of its worker levels
but, just as there is not yet any formal curriculum, there is no schedule for
continuing education, which is carried out on an as-needed basis.
The subject of census-taking provides a good example of the variability not
only among projects but internal to each project itself. As each project copes
with a number of real pressures, it displays a flexibility and adaptive capa
city which are admirable but which complicate the route to standardization.
The Cit6 Soleil experience is a good case in point. While the overall training
time for ColVols indicated in the project documents is six weeks, in Cit6 Soleil
training for censusing a(tually takes place over a two-month period which in
cludes substantial hands-on experience; for example, the new collaborators for
the forthcoming (September) re-census will start their training in June. This
period will provide training at the CMSCS for new ColVols, initially with the
ory and then with instructions for practice; trainees are sent into the field
with forms to fill out, with individual critiques following in iterative fash
ion until mastery is satisfactory. However, the CMSCS has also evolved another
training model to respond to programmatic urgency. A "high-speed" course util
izes the experienced archiviste, a home visitor, and the ColVol supervisor.
This team does two days of re-censusing, with new ColVols as observers; the
theory comes through lecture later, after the urg.ntly needed data have been
gathered and are being processed. In either case, the body of ColVols that has
already had full-fledged field experience in a given area, in this instance
censusing, functions as trainers for new cohorts of ColVols.
Since very few
projects have had major problems with censusing, it would appear that, whatever
the census training model used, it has been effective. This will permit more
attention to be paid to other, weaker areas.
In sum, CoPiol training to date has occurred in ad hoc, somewhat modular fash
ion. This was a reasonable startup decision. However, what has happened is
that there now appears to be substantial unevenness among ColVol competency
levels among projects. There also appears to be some variation in ColVol con
petency within projects, simply because people vary. More explicit standardiza
tion of ColVol curriculum, together with regular, brief, on-site testing of
ColVol skills as part of the project's ongoing supervisory activity, should
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smooth out this unevenness.
When the new curriculum becomes available, we
would suggest that ColVols in all projects be tested for competency in that
curriculum and the appropriate catchup training provided.
c.

The ColVol's role

Given the diversity of the AOPS project institutions and their various emphases
and methodological approaches to the training of ColVols, one can anticipate
that health workers from those different institutions might have different ex
pectations or understandinys about what they are expected to accomplish. These
different understandings or expectations could, in turn, have significant re
percussions on the willingness of these workers to carry out those tasks and
the priority they would assign to them. The PRICOR three-site study mentioned
earlier found that the three tasks most frequently mentioned through spontane
ous elicitation were: home visits (82 percent mentioned spontaneously), census
(66 percent), and rally posts (55 percent). Approximately one-third of the 45
ColVols interviewed spontaneously mentioned health education for ORT, drug
sales, motivation, weighing babies, and keeping records. An insignificant num
ber mentioned such other tasks as participation in seminars, family registra
tion, immunization, first aid, filling out forms, giving medications, prepara
tion of weanIng food, family planning, visits to community councils, and blood
tests. Overall, this is an accurate perception of the ColVol job profile and
it is heartening that such a high percentage of ColVols see the home visit as
the highest priority and the most obviously salient feature of their role.
Health workers indicated that they encounter many difficulties in performance
of these tasks.
The most frequently mentioned is the distance they have to
walk to cover their territories, a complaint mentioned by 82 percent of the
workers nte:'viewed. The second categories of complaint, mentioned by 47 per
cent of all health workers, encompass a list of problems grouped under the
rubric of "poor working conditions." More than a third complained of an inade
quate salary or the lack of one, and one-quarter complained that their health
work competes with their other work. Less than one-fifth referred to poor mo
tivation on the part of the community, which is heartening and is an important
feature of the other side of the coin, which is worker satisfaction.
Fifty
five percent saw as the positive dimension of their work either non-monetary
personal profit (55 percent), the good to the community (52 percent), or person
al satisfaction (20 percent).
One-third referred to the positive e'fects of
monetary profit, but it is not clear how meaningful that is since we do not
know how many of the ColVols interviewed were getting any monetary incentive to
be happy about. Nonetheless, ColVol desertion rates do not seem to have been
high, certainly not in comparison with the attrition among doctors trained un
der the AOPS project. In the Southwest region, 35 out of the 130 ColVols have
dpserted since 1983, or 27 percent over, three years. In the anecdotal case of
La Valle, one of the projects most troubled by doctor turnover, out of ten
ColVols trained, the two who left had simply left the area. This suggests that
at least part of whatever ColVol attrition there is, is due to emigration, in
turn a functicn of poor economic opportunities in so many rural areas.
At present, the amount of time dedicated by most ColVols to project activity is
approximately five days a month. One day is spent eve y five weeks at his or
her rally post, two days are spent every five weeks helping another ColVol, and
two days are spent every five weeks in househiold visits to approximately 200
families. If ColVols are really doing all the household visits they are respon
sible for, it may be that they are actually spending more than two days a month
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in that aspect of their activity. Although several ColVols assured team members
that the home visits are very quick, just checking up on special cases, remind
ers, and so forth, it is first of all not clear that all household visits
should be so speedy and, secondly, as the ColVols themselves observe, distance
and travel time are a real problem.
In some projects (e.g., Pignon), the
ColVol will also spend time with the archiviste, who may call in a ColVol for
questions or will work collaboratively on the followup activities (fiches de
suivi) for which s/he is responsible. Some projects also have meetings of the
ColVols, archivistes, and project managemert, but these most typically occur at
the end of a rally post day and can be considered under the time budget for
that activity. In general, however, it appears that really active ColVols in a
dynamic project may be spending more than five days a month in project activity,
a fact that bears implications for considerations of appropriate incentives
(see Chapter V, Financial Management).
The time budget also has important implications for task allocation and prior
ity-setting. In a study being carried out by PRICOR and AOPS, the data from
which are just beginning to be analyzed, an attempt is being made to look in a
systematic way at the issue of CHW task allocation.
The principal hypothesis
is that there is in ideal way of allocating tasks to community health workers
to maximize the impact that they can have on infant and child mortality through
four priority interventions: ORT, immunization, growth monitoring, and family
planning. Two sub-hypotheses are that I) it is possible to estimate the time
use-effectiveness for the tasks associated with each of these four interven
tions and 2) that a health worker might have the same or greater overall impact
on the health of his/her community by focusing activities on a small set of
households, perhaps 20 percent of the target population, rather than by dilut
ing efforts over an entire catchment area. The objectives of the study were:
to test the hypothesis that, for every unit of tiime a CHW spends to make a
mother competent in the use of ORS, s/he must spend 21 times this unit in the
promotion of family planning in order to maximize the number of child lives
saved; to determine the relative effectiveness of promoting priority health
care interventions by CHWs to all women in selected communities, or- to focus
promotion act'vities on women at high risk of losing a child; and to determine
whether women at high risk of losing a child are more highly motivated to Util
ize available health services than women not at high risk.
Limited initial
analysis indicates that, not surprisingly, a limited list of mothers appears to
be more manageable for a health worker to deal with at any one time, that
mothers who feel that they have been specially selected are more apt to attend
educational sessions, that a focus on a selected group of mothers does not ser
iously affect the overall pattern of knowledge for the villages involved, and
that, in sum, a screening system for at-risk children is both &dvantageous in
terms of net CHW productivity and not disadvantageous for mothers of non-risk
children who acquire apparently adequate levels of knowledge at rally posts.
While there is a lot of analysis still
to be done and a need for considerably
more analytical precision, the early indications are that this piece of opera
tional research can go a long way toward making a reasonable portfolio for the
characteristically over-burdened, under-compensated CHW.
3.

Traditional Birth Attendants (TBAs)

The evaluation team could look only very fleetingly at the issue of TBAs and
their training.
In Cit6 Soleil there are nine trained midwives, assigned to
different sectors according to density and access, who appear to perform an
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active liaison role between the community and the hospital. The CMSCS encour
ages hospital deliver-es. In the FHASE project at Fr~res, midwives have been
incorporated into mother education and are being trained using the excellent
laminated black-and-vohile flip chart put out by the MSPP, but there is, again,
no written curriculum; one is soon to be produced at the HPHI and, on the basis
of very limited field observation, seems to be vital to control the quantity
and prioritizing of training emphasis.
A recently completed PRICOR/CMSCS study had as its objective to develop a solu
tion to the following operational problem:
what type of training should be
provided to traditional birth attendants so that they perform tasks judged to
be critical in the reduction of maternal, perinatal, and neonatal mortality?
The most important finding of the study was the lack of difference between a
control and a study group with respect to pregnancy outcomes.
TBAs who were
trained in a new, shorter, well-prioritized training program were shown to be
equally as effective as those who followed the longer, standard, MSPP course.
Furthermore, the results demonstrated that the short course was more effective
in training TBAs to refer high-risk mothers for prenatal care and hospital
delivery: the mean number of prenatal visits among high-risk mothers was signi
ficantly higher among high-risk mothers attended by TBAs trained in the short
course. These findings suggest that the course ,o be developed at the HPHI
should be shorter and competency-based.
4.

Principal Training Issues

The training cascade from doctor to archivistes and ColVols is not working.
The basic iiea of training doctors (at Cit6 Soleil ) for one month, who would in
turn train auxiliaries, archivistes, and ColVols, has inherent problems. Doc
tors are not, in Haiti as elsewhere, trained in community health, pedagogical
techniques, administration and management, or information systems. One month
of the very best training is insufficient to the task of adjusting to these
historical inadequacies. In the case of the Cit6 Soleil curriculum, the admin
istrative, managerial , and information system issues are dealt with only in the
last week of training and are not incorporated into the training experience as
a whole. This leaves doctors ill-prepared to either use or teach these skills
at the community level and conveys, surely unintentionally, the message that
they are not very important. Doctor turnover further disrupts the training
flow.
Furthermore, leaving the training of ColVols in the hands of doctors widely
variable in their preparation and motivation contributes to the persisting var
iability in CHW competence.
The doctors themselves rdnge from young doctors
doing their year of social medicine as a transition from medical school , some
of whom car, about public health and nany more who do not and who look on the
social year as a burden; to seasoned, highly committed doctors with excellent
knowledge and experience, although even these may not have the management and
pedagogical skills they need or want. The ColVols range from very well trained
Agents de SantL4 to very inexperienced individuals selected by community consen
sus of some kind. The lack of a standard, written curriculum or even a train
ing guide does nothing to repair these imbalances.
Finally, where the doctor has been able to whip the information system into
shape, he his done so at the cost of great personal involvement, a lot of
follow-up time, and/or the addition of another staff member to provide an audit
82

and maintenance capability to the project staff. There is no way of saying how
much of this would have been necessary anyway, in a model which has not really
Still, it seems clear
been tried and evaluated in an extensive way in Haiti.
more
effective, but this
have
been
would
training
direct
that more substantial,
skilled.
are
so
evaluators
which
is one of the glories of hindsight at
We recommend the following training strategy, based on a core of centrally
placed, properly prepared individuals, to do training in technical substance,
management, record-keeping, monitoring, evaluation, and basic accounting.
a.

ColVols

There is some consensus that the MSPP Itinerant Training Team model 4hich was
integral to RHDS-1 is both valid and useful. The HPHI will be designing a core
curriculum or course outline in the technical areas of growth monitoring, ORT,
immunization, and family planning, plus the associated monitoring, information
system, and mother-training skills. The Training Team(s) would then be pre
pared in this approach and proceed through each institutional project with
appropriate continuing education. Any new ColVols should be trained from the
The doctor who will be responsible for each
outset using this curriculum.
group of ColVols should participate in the training, perhaps as a co-trainer
in the technical areas but surely as a co-participant in the monitoring, infor
mation system, and mother-training skills.
b.

Archivistes

The archivistes should all rotate through a re-training exercise and, given the
centrality of their role and the importance of having solid data as soon as
possible, this should not wait until the HPHI is operating. This re-training
Mine. Bertrand at Cit6 Soleil could be given
could bt dune novi at Mirbalais.
the responsibility of getting this under way; since she has not been through
the doctor training course at Cit6 Soleil, she should be incorporated into the
next one.
The suggested model iB that the archivistes should be trained for one week,
sth the team doctor, in groups of six, that is, the two archivistes from each
of two projects and the doctors from each of two projects, each trio to be
trained as a team in the structure, purposes, and functioning of the population
based registration and monitoring system. Mirebalais does not currently have
the capacity to handle more than six trainees aL one time, and it is not clear
that this aspect of the project should be expanded in any substantial way at
this point. This should be a very hands-on course; however, it is crucial to
convey the major mlessage of the AOPS philosophy with regard to the information
system. The population-based system is not a researcher's toy; it is the spi
nal column of this approach to community health. the philosophy of which ,ee
,2rs on an extre~mely actiyist outreach which will capture all members of the
priority target groups for key interventions in a massive way at the outset of
a given project. Only careful attention to these data will provide the out
reach and analysis essential to making this approach really work.
Some projects nay feel that their ColVols do not need extensive retraining,
although in some projects ColVols associated with AOPS III/Child Survlvai will
have to be retrained in special, selected skills training. The decision :nay be
made to test ColVol conipetence and then decide whether they need retraining or
not. Howeier, the: assumjiptlo,, should be nade that all archivistes could profit
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by additional training, and this should not be optional for the institutions
involved. They should, in fact, see it as an opportunity.
In order to get all its archivistes up to speed and adequately train those who
will be coining on board with new projects, AOPS should consider the addition, at
the central level, of a professional with formal statistical and administrJ'.JiJ
who would be able to train; provide ongoing audit, supervision, and
iills,
continuing education; and develop the simple reporting formats that will 1)
promote the rapid feedback of data on achievements at the local level and 2)
keep AOPS more consistently abreast of project status. It would also be possi
ble to assign to this individual the responsibility for being sure that alI
If this position
technical-cum-statistical reports are timely and complete.
were to be added, Dr. Robin could abandon her auditor's role and adjust her
responsibilities to parallel and not replicate those of Dr. Simeon. The audit
role has been extre:nely important and useful in the period when AOPS was trying
to get a more generalized, in-depth understanding of the workings of the record
keeping system, but now that the major deficiencies have heen identified and
are on the way to being addressed, the audit role should be assigned to an
individual with statistical expertise and Dr. Robin's considerable skills as a
physician in public health more broadly utilized.
c.

Auxiliaries

Auxiliaries should be trained at Cit6 Soleil, at the HPHI. At present, the
auxiliary in the AOPS projects seems to be quite narginal to both the doctor
This role,
and the ColVol in terms of active participation in the program.
particularly in the education of the mothers with whom they come into individ
ual contact at rally post, could be enhanced and some technical skills will
However, this can fall under the activities of the HPHI.
need upgrading.

C.

MONITORING, EVALUATION, AND SUPERVISION

1.

Monitoring and Evaluation
a.

Introduction

Small-area reyistration systeis have been set up in many countries to monitor
changes in birth and death rates, to provide data on the causes of morbidity
and mortality, and to determine the impact of various interventions on health
and demographic status (e.g., Khanna, INCAP, Narangwal, and Matlab). The pub
lished results from these projects have provided immensely valuable information
on patterns of illness and death, the interactions of contributory fdctors, and
demographic change in developing countries, as well as the ilnpact and effective
Howrver, using total population
ness of specific health tare interventions.
registration and demographic surveillance as a routine but essential component
of primary health care remains relatively rare. This is due, no doubt, to the
fact that population registration, outside the context of generously-supported
research projects, is a formidable undertaking 'Augustin, et al., 1985).
While 3 population-based surveillance system has been rhown to he teasible qith
in the context of. a service program in Haiti (Ber,gren, 1931), the res-ources
available ta that program (Petit Goave), including foreign resident advisors
and significant donor support, were far in excess of those available to the
small AOPS facilities, operated more often than not by a church-related organi
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zation. Thus this project, and in different dimension the CMSCS project, pro
vide an opportunity to Jet'er,,ine to what extent a modest, service-oriented PVO,
with limited staff, caiq carry out population-based surveillance activities.
The AOPS model has, as an organizing hypothesis, the contention that selective
healti surveillance at the village level, based on total population coverage,
is feasible and can be a very effective way to monitor, improve, and assess the
impact of low-cost primary health care in rural areas. This is based on find
ings from the literature that a consistent feature of effective health service
projects is vigorous outreach resulting in remarkably coin'peLe ).pulation cover
age; in almost all of these successful cases, almost all of the target popula
tion was surveyed at the iproject's outset and received services thereafter
(Gwatkin, et al, 1980).
Thus, utilization of population-based epidemographic
surveillance becomes a necessary part of health care service delivery. Used in
this context, epidemographic surveillance is to provide the necessary baseline
data for program monitoring and evaluation, while at tle same time constitut
ing an effective screening tool for identificati)n of sub-populations in need
of special care. Furthermore, a population-based epidemiiographic approach can
identify non-participants in program interventions and allows ongoing follow-up
and evaluation of coverage and utilization of services. Both AOPS and Cit6
Soleil have adopted this approach, which makes monitoring and evaluation truly
integrated processes at the heart of the AOPS and CMSCS management information
systemns.
The data generated and, at least theoretically available in easily
a:cessible, ongoing fashion, are coibimeJ ,
iL d
j]ei rated fron sel ected
s nal e-scale sample studies gathered for purposes of further exploration and
enrichment.
The overall sequencing of this approach is described in Chapter I. The se
quence of documents in the system, presented in Appendix D, is as follows:
o

The basis of the surveillance program is the family register. When each
baseline census is carried out, as well as in subsequent recensuses, all
families in each sector (and therefore, all mothers and children) are
registered on fainily rejister forms by name, birth date, and narital sta
tus. The form is d ariait of that used in the Khanna project (Wyon and
Gordon, 1981) and also records data on family composition, family size,
immunization, and pregnancy status. In addition, it contains an optional
section for fertility history and records some socioeconomic parameters.
Each household has a unique identification number which uses the same
numbering system in all areas. -The mother of a family may have the follow
ing number, for example:
2

03

zone

sector

34

198

community vior%2r

15

fa,nily no.

This number mieans that the nother lives in zone 2 of
lowed by community health worker 34, and is family
#198. The family register form is kept in a central
in each Center and, in AOPS, in each health delivery

individual no.

section 03, is fol
member 15 in family
file (in Cit6 Soleil
facility).

To each family register (registre de mena e/re"is mennaj) or dossier are
attached individujil sheets (fiche indivilualle) for women of childbearing
aye (15-45 in some project;, 15-T9 in others) and for infants and children
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under three (although some projects include children up to five). On the
reverse of the children's fiche is a growth chart, not color-coded;
mothers retain the four-color-coded chart at home and bring it, in some
cases along with a vaccination card, to each rally post.
0

Each fiche is updated at each rally post attended by that mother and
whichever child(ren) she brings in. The updated information is also en
tered on the family register, typically not as the rally post is going on
since the pace is usually intense but later that same day or subsequently,
either by the archiviste alone or by the archiviste in conjunction with
someone else (the doctor or the community health worker(s) varying from
project to project). Usually, the data entered during a rally post in
clude attendance rates, weight, nutritional status, vaccinations adminis
tered and, for rally posts where a doctor provides medical care, the
pathologies presented and the Rx prescribed. Other data gathered, either
during rally posts or home visits by ColVols or in both, include survival
status for children under three and, for women in union, contraceptive
use, pregnancy, probable date of delivery, actual data of delivery, and
pregnancy outcome.

o

The names and identification codes of all children under three (in some
projects all under five) and all pregnant women are then recorded on fol
low-up sheets (fiche de suivi). The children's fiche also carries informa
tion on nutritional status, vaccinations completed, and recall dates. For
women, there is space for enrollment for prenatal care, enrollment in fami
ly planning, probable dates of conception and delivery, and TT vaccination
status. Inspection of the follow-up sheets belonging to a ColVol allow
easy determination of the extent of the coverage attained by the program
served by that particular worker. Thus, after each rally post cycle, pro
gram decision-makers should, theoretically, have in hand data specific to
each health worker/sector on rally post attendance and coverage for immuni
zation, prenatal care, and family planning. Delinquents, that is,members
of priority groups who have failed to attend a rally post, can be identi
fied by name and address as noted on the family register sheet. They, as
well as members of at-risk or high-priority groups (e.g., infants under
one year, severely malnourished children, etc.) may be--and should be--the
object of special domiciliary visits by the community health worker for
purposes of motivation.
When such a system is well maintained, it can provide data against the fol
lowing selected surveillance parameters (Augustin, et al., 1985):
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PARAMETER

SOURCE OF DATA

Infant mortality rate

Pregnancy register
Follow-up sheets

Proportionate mortality

Pregnancy register

Priority health problems

Follow-up sheets
Individual records

Crude birth rate

Pregnancy register; census

Pregnancy prevalence rate

Idem.

Prevalence of malnutrition

Follow-up sheets
Individual records

Coverage of immunization

Follow-sheets
Individual records
Census

Contraceptive prevalence

Census
Individual records
Follow-up sheets.

b.

System implementation

The censuses carried out for the Cit6 Soleil and, in the great majority, for
the AOPS projects, seem to have gone well. There is no way for the evaluation
team to check the accuracy of the censuses as such; however, the family regis
ters reviewed appeared to have been meticulously done. The condition of the
individual fiches and the degree to which the new information thereon is inte
grated onto the family register is variable: the stronger projects have this
data transfer fairly well up to date and those projects where this is not the
case have been recognized and are working on it. The question can be raised-
and it is mentioned here as something that should be considered when the system
is reviewed under the technical assistance for the Save-the-Children Maissade
project--as to whether it is really necessary to incorporate all the data all
the time from the individual fiches onto the family register and whether it is
not a more productive investment of time to be sure that the follow-up sheets
and lists are up to date and used effectively.
So far, nothing has occurred that suggests that total population registration
is not a very useful way of identifying members of high-risk groups who are
targeted for primary health care interventions, as well as and those who do not
show up at rally posts and need to be contacted by community health workers.
And so far, the system has lent itself to reading coverage performance at rea
sonably reliable levels. Augustin, et al. (1985) think that pregnancy registra
tion can also be an effective way of monitoring the impact of services not only
on the fertility rate, but also on the infant mortality rate, if and when preg
nancy outcome is determined in each case and the newborn is followed for at
least one year. Determining mortality rates for various diseases may also be
feasible if a "verbal autopsy" system is set up and when the pregnancy registra
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tion system and follow-up of newborns is complete. Trends in child mortality
rates can be monitored through a system whereby, for each child who does not
appear at a rally post, a home visit and subsequent determination of status are
made. Nevertheless, surveillance activities which monitor changes in incidence
and prevalence of acute conditions (such as diarrhea) are probably beyond the
Special studies are needed to
capacity of the average PVO health center.
assess the impact of interventions such as ORT. Similarly, crude death rates
cannot be reliably determined through this system, since 60 percent of the
population (males over five years and females 5-15 and over 45 years old) is
not enrolled in the longitudinal follow-up system; since no preventive interven
tions are directed at these groups in the AOPS model, determining the overall
death rate is not a priority in any case. Retrospective infant and child mor
tality rates which were computed from data collected during the initial cen
suses of the first sixteen AOPS projects were unreliable, as they generally are
in such surveys in developing countries.
Because of the commitment to reduce levels of infant and child mortality, some
way needs to be found to determine those levels. AOPS plans to test the hypo
thesis that a feasible and reliable way of obtaining infant and child mortality
data is through the strict operation of a pregnancy registration program, a
measure which is not beyond the capability of the ColVols.
Special studies
will be conducted by trained researchers from outside the AOPS and CMSCS insti
utions in order to verify results and provide complementary data, probably
through the Child Survival Institute in conjunction wiLn Johns Hopkins Univer
sity. Such endeavors should take heed of the findings of the follow-up survey
(February 1985) carried out under the PRICOR TBA study, which attempted to fol
low up all the women in Cit6 Soleil who had had a pregnancy during the period
of the study. The quality of those data turned out to be quite poor, primarily
due to probable underreporting of deaths. Many women who did report a death
were reluctant to state the age or cause of death, attributed by the PRICOR
analysts to traditional beliefs in Haiti regarding tht process of birth and
death, topics not readily discussed with strangers.
The potential of the population-based registration and follow-up system is
considerable.
At present, however, except for the censuses, the quality of
implementation of the system is uneven across projects. This unevenness has to
do both with the functioning of the system and some features of its basic struc
ture which make it less agile and effective than it might be.
None of these
operational limitations is irremediable and all reflect the relatively short
time many projects have been functioning, the defects ii the training cascade
discussed in section IV.B. above, and the varying quality of technical supervi
sion among projects. The larger, older projects which have access to more
sophisticated and frequent technical assistance (e.g., Mirebalais, Belle Alse,
Pignon) do quite well although they, too, could profit from a relatively small
set of structural adjustments in their monitoring and evaluation activities.
-

Functional issues

In general, the projects which have had problems with their monitoring and
evaluation systems have been problem projects in general.
These difficulties
have included the following:
u

Although in all sites visited, dossiers seemed to be well taken care of in
bulk and many projects had devised very careful storage for them, they
are often out of numerical order.
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o

The family registers were not all up to date, the age groups were out of
place, and newborns and pregnant women had not been recensused or recorded
for an unduly long time.

o

Individual children's Fiches did not carry the growth curve and code num
bers were sometimes incomplete.

0

The majority cf pregnant women and children under one had not been fol
lowed up.

0

Families did not know or had not noted their code number so that only the
ColVol was able to find the family dossiers rapioly when they were needed
for rally posts. Where no alphabetical listing of families had been made,
this had the potential for becoming a major problem.

o

Children 0-1 were not identified and carried on on follow-up sheets.

o

Migration data were customarily lacking, although there may be good reason
for dropping these data.

0

Immunizations administered during special national vaccination campaigns,
as well as those received at health facilities outside the project system,
had not been incorporated into the family dossiers and individual records;
sometimes the data on vaccination cards and Road-to-Health charts were not
in agreement.

These functional problems tended to appear en masse and to do so in a minority
of the projects visited. However, almost all projects displayed a limitation
which the evaluation team thought was crucial to project success, that is, 1)
the "data schism" between the ColVols and the archivistes and project managers,
and 2) toe slow and somewhat unsystematic feedback and availability of summary
data avamlable to project managers. These are not unrelated but we will con
sider each of them in their turn. First of all, the data schism. ColVols are
the "hinge" of the AOPS system, the crucial interface between clients and the
preventive health system. For them to function to the optimum, they should
have access to the data that are the result of their labors, for at least two
1) they need the information--and promptly--to do their follow-up
reasons:
work; and 2) they need it as an incentive for their labor.
The form in which these data are fed back to the ColVols is just as important
They should be returned from the archi
as the fact of their getting them.
viste(s) and the project managers in a form which is not only efficient but is
summarized so that ColVols can see how they are doing, that is, with some run
ning tally of percentages of coverage by sector. For larger projects, this may
not be possible on an individual basis; in that case, attendance, service, and
follow-up data should be summarized monthly for the whole project in some form
that is easily accessible, e.g., a large, hand-lettered wall chart, which would
display key project data for the month, projected against baseline, with run
ning percentages: "We said we would have X percent of children under age I with
completed vaccination series by the end of our first project year; we have suc
ceeded in vaccinating X percent."
Not only is the registration/monitoring system the operational backbone of the
AOPS approach, it can also constitute a substantial incentive for all levels of
health worker, perhaps in inverse degree to the amount of cash incentive in
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volved. Certainly, coupled with a cash or valued in-kind incentive, informa
tion can constitute a persuasive source of motivation.
At present, however,
with only one exception where lack of achievement of targets was used in a
fashion that bordered on being punitive, no level of health worker had a full
and ongoing grasp of: 1) what the baseline was, 2) what the numerical targets
were, 3) what progress had been toward those targets in relation to baseline, or
4) where their achievement level stood to date with regard to all interven
tions.
A Save-the-Children consultant, in collaboration with the SCF Health Unit,
staff has developed a program using a data base software package which is
tailored to Child Survival activities.
The program aggregates and analyzes
information captured by village health workers.
Indicators can be easily re
trieved and reported using the system. The denominators required for descrip
tive statistics are available due to the initial family enrollment data entry
and with continual information updates. AOPS management has already spoken to
SCF about getting some technical assistance through the Maissade Child Survival/
AOPS IIi project, with an eye to simplifying the information-gathering/record
keeping system. We suggest that AOPS use the same opportunity to look at the
SCF program (which will be used if the SCF proposals for Cameroon and Mall, now
under review in the FVA/PVC office in AID/Washington are approved) to see if it
might be useful at AOPS headquarters and in a few large AOPS projects. More
importantly, the system should be reviewed to see how it might inform AOPS'
paper system. A good Management Information System can be a simplified paper
version of a machine system; we are not recommending computers for every AOPS
project.
A related issue is unevenness among projects in the utilization of the follow
up sheets which not only constitute an extremely powerful tool but which make
the AOPS model substantially different from other health delivery models and
are crucial to its optimal implementation.
The follow-up sheet is far too
important to be thought of on a piecemeal basis. It should be used as an inte
grated, aggressive tool for following up not only on children under age one and
pregnant women, but for special at-risk subpopulations, e.g., children who have
not shown up for vaccinations at any appropriate point in their series; chil
dren in Gomez II and I1, whether or not their vaccination series are com
pleted; not only pregnant women at any point in their pregnancy but women who
were pregnant and are estimated to have given birth; and women enrolled in fam
ily planning programs who have not shown up for their next cycle of pills,
their DepoProvera shot, and even condom supplies if once served.
AOPS has
hired four monitrices to work with different projects on an as-needed basis
(for example, one is working with the innovative technique of marketing simulation
for health education in the FHASE project); the suggestion has been made that
a mcnitrice could also spend one week in each sector of a project to work with
mothers of children in Gomez II and III and make a list of those for follow
up. This is a useful suggestion but care must be taken that this not be just a
bandaid for what may be a structural deficiency.
-

Structural issues

The follow-up issue suggests that the more important difficulties in monitoring
and evaluation are issues of structure: categories, definitions, organization,
and standardization. AOPS, despite the attractiveness and potential of its
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basic model, has been hampered by the very quality that makes it attractive,
that is, local-level capacity for decision-making and innovation. The various
ness of the AOPS institutions has generated different views on certain dimen
sions of the monitoring and evaluatiun system, most notably in the area of age
group definition and reporting formats. Interestingly, in most cases discrepan
cies have occurred where AOPS, in its laudable desire to be institutionally
respectful, has not provided firm or clear guidelines on reporting procedures.
In some instances, this has to do with the fact that AOPS has not decided on
its own priorities and policies, either because experience has suggested that
modifications are advisable, or because the full implications of certain class
ifications had not been realized earlier. The major structural issues are the
following:
o

Dates and authors are lacking on the large majority of the AOPS documents,
both field and centrally generated. This makes monitoring and evaluation
frustrating and estimations of change over time impossible without major
sleuthing.

o

Baseline data are not required on any documentation arid, where they are
presented, the presentation is confusing. A number of projects have sub
mitted tables on activity data, e.g., number of vaccinations but, in the
absence of adequate labels and baseline data, it is impossible to calcu
late percentages and so get at estimates of coverage.

o

Percents are typically not presented and, where they are, are not refer
enced so they can be interpreted.

0

Children birth to one year are not always categorized independently, nor
is there disaggregation of the one- to two-year cohort.
If there is a
policy determination that the most vulnerable age groups are birth through
a child's first and second years, then all projects should be required to
provide the necessary data for those cohorts in disaggregated form.

o

There is variance in cutoff points for different kinds of service, e.g.,
three versus five years of age, as well as such variations as including
children from five to six years, thus capturing "all" pre-school cohorts
for nutritional follow-up of Grade II and III children.

o

Categories
"diarrhea"
e.g., "an
defined as
lines).

o

There is no unitary way of designating age cohorts, e.g., age 0 through 12
months, 13 through 24 months. The meaning of the usage, "age 1-4 yearq"
may mean I to 4 or I through 4 years.

o

Because reporting forms provide space only for date of birth and no space
for age in months or years, it is time-consuming for those monitoring or
evaluating to calculate ages for purposes of assessing progress toward
targets or to identify sub-groups 'or follow-up.

o

Projects are not using a consistent tabular format for reporting coverage,
so that comparability among them is ponderous and tenuous.

are not defined with consistenc:y or clarity.
For example,
is used as a reporting category without a standard definition,
episode of diarrhea within the last two weeks, diarrhea being
X number of X-type stools" (preferably according to WHO guide
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o

Number of rally posts completed out of total base number is not consistent
ly reported. For example, in the AMOSSE project as of April 1986, Marigot
had finis:;ed five rally post cycles, La Montagne had finished seven, and
Cayes-Jacmel had finished six; in the Belle Anse quarterly reports, there
was even wider variability among sites in the number of rally posts com
Comparability (for example vaccination coverage over time or
pleted.
among sites) was possible only at a gross level. However, where no infor
mation is provided on the number of rally posts completed, making any com
parison at all may be unfair.

o

There has been no standard format for the narrative portion of quarterly
technical reports or, until recently, for the quantitative reporting of
outputs. Project managers and coordinators will want to embellish and
append and they should certainly do so, but there should also be a stan
dard core of comparable information which is provided on a regular basis,
either quarterly or after each rally post cycle.

o

A number of projects must report to several donors. For example, FHASE
must report to World Vision and AOPS; World Vision requires monthly report
ing, which is quite burdensome, and AOPS requires a quarterly report. One
function that AOPS might serve is to explore other donors' real needs and
see whether there might be some useful redundancies: for instance, could
the World Vision indicators have enough of a resemblance to the AOPS and
the AID Child Survival Reporting System indicators so that they would only
have to be recorded and reported once?

o

The new quarterly summary of output information is a good step in the
right direction but its value would be greater if: the sheet were dated,
located, and signed; if items were categorized around an intervention,
e.g., family planning, in a visually clear way; if there were an explicit
place for the quarter to which the report is referring; and most important
ly, if each line item with which some specific target is associated would
have by its side the baseline datum as well as the target. An example of
this last would be the following: "0-1 year-olds receiving BCG (at base
), so that quarterly achieve
line, 0%; target 80% of children 0-1 (N=
ments against baseline and targets are clear at a glance. The baseline
data and coverage targets would only have to be looked up and logged once;
subsequent reports would simply copy them. An elegant addition could be
to leave space for the last quarter's achievements, e.g., in the JanuaryMarch 1986 quarter, Pignon had 96 children (73% of the baseline number)
who had completed series of DPT; in the April-June 1986 trimester, one
could see if that percentage had improved.
It was not clear at the time of this evaluation whether or not AOPS was
Until
going to try to follow the MSPP formats for activity reporting.
recently, that system has been very cumbersome, characterized by the usual
plethora of often redundant forms which are irritating and burdensome
for health facility staff. The Ministry's management information system
is presently being simplified--the 15 February 1986 reporting form for
rally post activities is only one, easily-used page with some well-consid
ered inJicators which looks as if it will, nevertheless, require some
refresher training for proper utilization. If this system is completed in
the near future and if AOPS is asked to use it, any revision of AOPS re
porting forms should attempt to incorporate these data in as economical a
way as possible.
92

o

It is not clear that all AOPS projects can now provide the information re
Since the
quired by the AID/Washington Child Survival Reporting System.
evalua
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0

Despite the existence of the family registers and the follow-up sheets,
there still appears to be a felt need to use the traditional system of
little notebooks. A project may have a notebook for midwife training
(names, dates, topic treated in that day's training, present/absent) or
for expenses (e.g., by monitrices for daily purchases by mothers for food
demonstration); the project manager's own individual files, e.g., work
plans; and notebooks based on the follow-up sheets. This last item could
be substituted for by a looseleaf binder for follow-up sheets; copies
could be made by photocopier for luxury projects or with carbon paper for
the majority of the AOPS group, and one copy kept at the facility and one
given to the respective ColVol for promotion at the household level. The
resulting notebook then becomes the base for monitoring of how many hard,
usually high-risk cases, can be brought in for primary health care, a
surely useful piece of operational research.

in sum, AOPS must overcome at least some of its desire not to be authoritarian
and proceed to prescribe some standards for reporting of age groups, for proj
If
ect targets, for definitions of categories, and for presentation of data.
effective
and
analyze
this is not done, then the project's ability to summarize
ness and, eventually, impact data across all its constituents will continue to
be impaired in terms of quality, frequency, timeliness, and ease.
In addition to coming to some closure on targets, categories, and definitions,
and devising a standard outline and format for quarterly technical reporting,
it would be useful for AOPS to develop a brief set of simple standard tables as
models for use by field projects. This would allow supervisors to get a quick
grasp of current achievement levels; for field workers to know how well they
are doing and so be motivated to do more; and for headquarters management to be
more easily able to report to the MSPP, to donors, and researchers and evalua
tors. If a selected group of these were drawn up in a larger format for post
ing in the community, perhaps on the outside wall of the community health
facility or some community center, mothers, fathers, and the community at large
could find out how well they were doing in terms of making their 2hildren at
least somewhat healthier.
The centrality of the registration, record-keeping and monitoring system,
together with the fact that the training cascade simply did not work for this
component of the project, led AOPS to pay close attention to exactly what was
happening with that system. The association charged Dr. Winnie Robin with the
auditing responsibility for that system. Her procedure has been the following:
o

She arrives at Project X.

o

She takes one population sector at random (N=200 families, 1000 persons).

o

She reviews the dossiers for all: the family register, the individual
fiches for children under five and women of childbearing age, and the
follow-up fiches.
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o

She identifies errors and then looks to see if the same errors appear in
another sector; if so, then there is a systematic training error which
requires on-site review with the whole team but, if not, the problem is
probably with a single individual who needs special attention.

The amount of time required to correct failure in the information system is
variable and depends on the size of the base population, how fundamental the
problem is, and whether the problem is one of basic misunderstanding (e.g.,
Carrefour-Poy) or lack of guidance, or whether it has derived from interruptions
in the project (e.g., La Vall~e). For four projects which have major problems
with their information systems (La Vall~e, Thomazeau, Fonds Parisien, Duplessis),
one week each was scheduled for technical assistance, with one day of almost
immediate follow-up and three days of follow-up two months later.
Dr. Jean-Claude Fanfan has drawn up an extremely thorough outline (included as
Appendix E) of what a thorough supervisory visit should address, which includes
a checklist for information system review, coded according to their up-to
dateness (fully up-to-date or up to last cycle of rally posts), adequacy, and
correctness.
o

File Maintenance
a.
b.
c.
d.
e.
f.
g.

o

Household Dossier
a.
b.
c.
d.
e.
f.
g.
h.
i.
j.

o

File storage?
File safety?
Sectors separated?
Dossiers set up?
Alphabetical listing of families in notebook?
Availability of Road-to-Health cards.
Availability of vaccination cards.

Dated?
Number of code correct?
Number of code clear?
Dossier in order?
Classified correctly by age group?
Dates of birth noted?
Vital events noted?
Services delivered registered?
Newborns enrolled?
Availability of new registry forms.

Individual Children's Fiches
a.
b.
c.
d.
e.
f.
g.

Datted?
Number of code correct?
Year of birth noted?
Date of service ,iJLed?
Growth curve marked?
Nutritional status noted?
Availability of blank forms.
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o

Individual Women's Fiches
a.
b.
c.
d.
e.
f.
g.
h.
i.

o

Follow-up Fiches Children 0-3 Years
a.
b.
c.
d.
e.
f.
g.
h.
i.

o

Dated?
Number of code noted?
Date of service noted?
Enrollment at high-risk pregnancy?
Enrollment for DPA?
Enrollment for family planning?
Pregnancy history?
Data on last pregnancy?
Availability of blank forms.

Date?
Notation of sector code?
Notation of individual code?
Notation of data of birth?
Nutritional status noted?
Date of service noted?
Children seen at least once.
Absence of children over age five.
Availability of blank forms.

Follow-up Fiches (Fiches de Suivi) Women 15-45
a.
b.
c.
d.
e.
f.
g.
h.
i.

Date?
Notation of code?
Notation of date of birth?
Enrollment for family planning?
Enrollment DPA or DDR?
Notation of vaccination date?
Pregnancy history?
Women not see for 5 months
Availability of blank forms.

This level of detail here seems appropriate and does not include anything that
is not really important to the system. However, observations were made by some
of the field staff interviewed that the system was too complicated; AOPS is
planning to utilize the expertise of the Save-the-Children staff which will be
working on the Maissade project under AOPS III as part of the Mobilizing Mothers

for Child Survival project, to review the entire information system and examine

options for simplifying it. Whatever changes are made to the information sys
tem in the wake of any technical assistance from Save-the-Children, they
should not produce the kind of structural change that would invalidate or
confuse the data that have already been accumtlated. Ther is a lot of good
information already available in well-tended systems such as Pignon or Mireba
lais, certainly in Belle Anse and, with perhaps a little more digging, in the
smaller projects such as those around Jacmel. One of the greater values of the
existing system, which has been carefully evolved through years of testing and
comparison among programs, is its longitudinality; marginal simplifications or
additions should not be allowed to prejudice the data that have already been
col lected.
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2.

Supervision

The philosophy of supervision that seems most generalized in the AOPS and Cit6
Soleil projects is that, like continuing education, supervision should be going
on all the time and everyone should be doing it. And, like the philosophy of
continuing education, the guiding concept is one of support, not rigidity and
castigation. The project manager, whether or not that is a physician; the
archiviste; the central-level coordinators, training supervisors, and auditors;
the members of the executive committee; and the seemingly endless and ever
widening stream of evaluators, researchers, potential funders and other human
resources; are all performing as supervisors in some way. Frequent meetings,
either called on a regular basis or in response to some need or problem, pro
vide another forum for the questioning, checking of knowledge, and trouble
shooting that should be the stuff of supervision. A couple of project managers
noted that they try to give positive feedback at the onset of each interaction
with ColVols, but there were few opportunities to test that claim, perhaps due
to the anxiety and tension which is typically produced when visitors are evalu
ators on whom the well-being of one's program and one's self depend. At the
same time, there was, in several projects visited, a s.nse of comfort in the
relationship between ColVols and the project directors; if this is generally
the case, then the quality of supervision being provided in the AOPS and Cit6
Soleil projects is a healthy advance over tne hierarchical, punitive, and one
sided model that is widely characteristic of public health ministries.
As AOPS was organized at the time of this evaluation, there were three coordi
nators for technical assistance:
one Regional Coordinator for Port-au-Prince
and the South, one Regional Coordinator for the Transverse region and the
While in theory the
North, and one for Evaluation Coordinator or Auditor.
supervisory schedule is organized around the concept of a quarterly visit by
each Regional Coordinator to each site, with visits sometimes lasting as long
as two weeks, projects with problems tend to get visited much more frequently,
as often as twice a month.
There are also other, program-related peaks for
visiting, such as ColVol preparation, in which supervisor participation has
entailed six weekly visits of three days each. The "Auditor" position is meant
to "supervise the supervisors," but as backup for regional coordinators; this
permits the coordinators to look like what they, in fact, are: supporters and
helpers. The risk that the coordinators will be too "nice," that is, riot suffi
ciently critical of project operation and personnel, is guarded against by the
Auditor role. For example, no project can get an extension unless the Project
Coordinator and the Evaluation Coordinator agree and forward a memo or concur
rence to the AOPS Executive Committee.
The existence of the Project Evaluation Coordinator is crucial for the control
dimension of AOPS supervision. It controls for the very human managerial ten
dency to "protect" one's projects; a single point of view on project accomplish
ments and problems; and the relative insulation enjoyed by a central-level over
sight function which can soak up local-level disappointment and even resentment
deriving from criticism.
Regional supervisors have not followed any standard sequence or structure in
their visits to the field and some kind of standardization would be useful. An
excellent start on this has been made by Dr. Fanfan, who devised to the Super
visor's Checklist referred to in the preceding section and included as Appendix
C. This tool should be simplified, sent around in draft to the project direc
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tors for their comment and input, and worked through with all
coordinators and, perhaps, with the USAID project manager.

the

project

The supervisor's checklist should also be integrated with the quarterly project
reporting process. A component should be included in the Supervisor's Check
list which will assure that, at the time the next quarterly report is due, the
necessary informatiol will be available, for example, will the project staff be
able to provide the required information on family planning users?
AOPS and CMSCS management share the theory that the best supervisor for commun
ity volunteers is the community itself, which is in the best position to assess
level of effort, interest, commitment, and honesty. It is hard to argue with
that, but the determination of community assessment means that project managers
and supervisors have to make a systematic effort to identify and talk with key
This is not always easy to do in any consistent, non
people in the community.
personalistic way. Furthermore, in a largely illiterate community, with limit
ed media access and limited prior exposure to certain kinds of information,
there is often no one in the community who can validate the adequacy of the
health facts provided by community-level workers and the degree to which they
are understood and internalized by those being supposedly educated. This is
the most difficult area of supervision for any program and an area where more
rigorous testing, of both deliverers and clients, should be applied.
The draft Supervisor's Checklist incorporated two tables based on ColVol and
mother knowledge of key concepts in Oral Rehydration Therapy (definition of
diarrheal , when ORT should be begun, and fluid preparation and administration),
nutrition (feeding during diarrheal episodes, weighing, use and uderstanding of
Road-to-Health chart, nutrition education, preparation of Akamil), family plan
ning (motivation, method knowledge, and method use), and immunization (vaccine
There are
types and purpose, appropriate age, tetanus toxoid ever and when).
some problems with this methodology as the tests are now devised, administered,
and reported. The universe of knowledge for ColVols and mothers should not
necessarily be the same. The concepts included should be reviewed to see, first
of all, if they are really necessary and if something important has not been
omitted and, secondly, if the data provided will respond to the requirements
for Tier II of the Child Survival Reporting System. The administration of the
questionnaires to mothers is quite problematic and needs to be thought through.
In the one case where the evaluation team was able to see mothers tested, the
site was an extremely large and disorderly rally post, where it was almost
impossible to comfortably select a small sample of mothers; interview them
while they were waiting for attention instead of waiting until the end of the
morning when everyone was hot, tired, and cross; and achieve even a minimal
level of privacy. If mother-testing is to occur at rally posts, then the test
ing needs to be scheduled with the other activities of the post; if it is to
occur during home visits in a random sample of mothers, then ColVols will need
to be taught how to do this in some way that would be even remotely trustworthy.
ColVol-testing should occur in some other fashion, perhaps integrated with rou
tine meetings, and should require more detail and actual demonstration of key
competencies.
Finally, the presentation of test results in quarterly reports, should include
enough detail on each question so that it is clear what mothers and ColVols
were being asked; information on the sample, including numbers and how it was
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drawn; and an explanation of the scoring system.
across all projects, including Cit6 Soleil.

This should be

standard

The Mobilizing Mothers includes the concept of mother-testing and should be
used to refine and test this approach; the concept of integrating and even
pairing mother-testing with CHW-testing is an excellent one which should be
elaborated upon.
D.

RESEARCH

1.

Cit6 Soleil
a.

Current Research

Cit6 Soleil is carrying out the following research activities:
In 1982, the
CMSCS created a Research and Evaluation Division (Unit6 Recherche de Programma
tion et d'Enseignement) which has been increasingly active over the past three
years. The purpose of this unit is to do research, plan and program, and train
CMSCS personnel, as well as training AOPS doctors, nurses, and auxiliaries. At
present, training does not follow any fixed schedule but is provided on demand,
nor is there yet any program of seminars and workshops. When the Haitian Pub
lic Health Institute is set up, there will be a continuous training schedule
with standard curricula which will be made available in ongoing fashion not
only to AOPS but to any interested NGO.
There are two types of evaluation going on simultaneously in the Cit6 Soleil
project. One is continuous monitoring based on the follow-up sheets held at
each Center. These provide data on "In-Center" coverage of pregnant women and
all children under age five.
Each year, the CMSCS contracts for technical
assistance to help establish appropriato sample sizes and do a random sample of
all records (e.g., 25 percent of each -et of dossiers, random start, to look at
immunization coverage: percent of children 12-18 months with complete coverage
and percent of children ages 2-6 months with one dose of OPT). This permits
statements about levels of immunization coverage; age; vaccines; date of birth;
child nutrition levels; attendance, etc. At present, the workload and organiza
tion of the Unit does not permit ongoing access to these data.
The other evaluation approach used in teh CMSCS project has been the epidemio
logical field cluster survey, last done in July 198 with technical assistance
from Tulane University.
The survey found only 10-12 percent uncovered. The
survey being prepared for September 1986 will be of the whole population, since
it will be a complete re-census.
Finally, the CMSCS relies on special studies, described in summary below.
following studies have been or are currently being implemented:

The

TITLE: ERYTHROMYCIN, UTERINE AND VAGINAL INFECTONS, AND LOW BIRTH WEIGHT
OBJECTIVE: Explore the utility of erythromycin treatment for women in fertile
age, with the goal of increasing the birth weights of their progeny.
Continuous data are also being gathered through the maternity on alternative
approaches to reducing the risk of infections and mortality in premature in
fants. The control variables are: mother's educational level (year of school
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completed), nutritional status; socioeconomic status; medical problems during
pregnancy; and tobacco and alcohol use.
PRINCIPAL INVESTIGATOR:
PROJECT COORDINATOR:
ASSISTANT PROJECT DIRECTOR:
FUNDING:

Reginald Boulos
Brutus
Dr.
Louis Marie Boulos
AID

TITLE: CHALLENGING THE BOTTLE: BREASTFEEDING PRACTICES AND THE FIGHT AGAINST
THE BOTTLE
OBJECTIVE: Reduce bottle use and promote breastfeeding practices in an urban
environment.
PRINCIPAL INVESTIGATOR:
COORDINATOR:
FUNDING:

Louis Marie Boulos
Louis Marie Boulos
AID

TITLE: THE IMPACT OF MEASLES IMMUNIZATION ON NUTRITION AND MORTALITY
OBJECTIVE: Self-explanatory. rhe research also produced findings on the appro
priate age in Haiti for administration of measles vaccing (9 months). Part of
this study, begun in 1983, has been published in the New England Journal of
Medicine (29 August 1985) and subsequent data are in the process of analysis at
Tulane University. A second phase of the project is looking at the correlation
between nutritional status and measles vaccination.
PRINCIPAL INVESTIGATOR:
CO-INVESTIGATOR:
CONSULTANT:
FUNDING:

Elizabeth Holt (Tulane University)
Reginald Boulos
Neil Halsey (Johns Hopkins University)
AID and Tulane University

Preliminary results on mortality impact reveal that only 2 of the 20 children
vaccinated in October 1982 had died at age 12 months or more.
In comparison,
of the 1200 similarly aged infants not vaccinated, 66 had died at age 12 months
or more. Furthermore, the rate of hospitalization for children who had not had
measles was lower than for those who had.
TITLE: METHODOLOGY FOR IMMUNIZATION COVERAGE EVALUATION: CLUSTER SURVEY VISA-VIS RANDOM SAMPLING
OBJECTIVE:
To explore the most economical yet scientifically valid way of
monitoring and evaluating the Project's immunization program in Cit6 Soleil.
PRINCIPAL INVESTIGATOR:
FUND:

Jean Taffauro
AID, through the project's Evaluation Component

TITLE:
MATERNAL CARE RESEARCH PROJECT/ALTERNATIVE TRAINING PROGRAMS FOR
TRADITIONAL BIRTH ATTENDANTS
OBJECTIVE:
1) Develop a solution to the following operational problem:
what type of
training should be provided to traditional birth attendants so that they per
form tasks judged to be critical in the reduction of maternal, perinatal, and
neonatal mortality?
2) Validate the solution by testing it in the field. The overall objective of
the research project thus required an analysis of factors related to maternal/
perinatal and neonatal mortality and morbidity.
The research project thus
provided an opportunity to describe the process of birth in a marginal peri
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urban environment and to determine a) the extent to which :naternal care influ
enced maternal, perinatal, and neonatal morbidity; b) the risk factors associ
ated with a negative pregnancy outcome; c) the principal causes of maternal
morbidity and neonatal and infant morbidity and mortality in the Cit Soleil
setting; d) the factors that affect utilization of maternal-child health ser
vices in a setting where accessibility and availability of care is assured;
e) the relationship between utilization of services and survival; and f) the
extent to which small-area registration systems with a population-based orien
tation is feasible within the context of a service program.
The objective of the study was to test the hypothesis that a new, shorter
training program developed during Phase II of this research program, when
applied in the field, would in fact lead to the performance by TBAs of tasks
which would lead to a reduction in maternal morbidity and perinatal morbidity
and mortality, as compared to the performance of TBAs trained in the tradi
tional manner. The most important preliminary finding is taht TBAs who were
trained in a new, shorter, well-prioritized training program were equally as
effective as those who followed the longer, standard, MSPP course, and more
effective in referral of high-risk mothers for prenatal care and hospital
delivery.
PRINCIPAL INVESTIGATOR:
FUNDING:

Antoine Augustin
PRICOR

TITLE: STUDY OF ACCEPTABILITY OF ORAL CONTRACEPTIVES AND DROPOUT PATTERNS
OBJECTIVE: Self-explanatory.
PRINCIPAL INVESTIGATOR:
CO-INVESTIGATOR:
FUNDING:

Kathy Maturnovski (Michigan University)
Reginald Boulos
Michigan University

Study completed. Principal finding was that, although initial acceptance rates
of oral contraceptives are high, continuity rates are very low.
TITLE: ATTITUDES AND PRACTICES AMONG CONDOM-USERS IN CITE SOLEIL
OBJECTIVE:
To better understand apparently high rates of discontinuation of
condom use by males in the urban area.
PROJECT COORDINATOR:
FUNDING:

Michaelle Leonard
Family Health Institute

TITLE: CLINICAL TRIAL OF NORPLANT, CITE SOLEIL
OBJECTIVE:
Self-explanatory.
Research has also included
acceptability and discontinuance.
PRINCIPAL INVESTIGATOR:
FUNDING:

documentation on

Reginald Boulos
No data

This study is ongoing (N=40 to date) and is being replicated in the AOPS Pignon
project (Hopital Bienfaisance, N=100 to date), with Drs. Guy Theodore and
Guerrier Martineau as co-investigators.
An initial finding is that, while
acceptability of the method is in the middle range (neither highly nor little
acceptable), continuance rates to date are high.
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TITLE: STUDY OF ORT KNOWLEDGE AND USE
OBJECTIVE: Self-explanatory. Begun at the same time as measles study and con
stitutes a one-page module in that study which includes questions on whether or
not people know ORT, do they use it, and how they use it, with emphasis on pack
et use with no detail on homemade solutions.
PRINCIPAL INVESTIGATOR:
CO-INVESTIGATORS:
FUNDING:
b.

Louis Marie Boulos
Tessa Wardlow and Reginald Boulos
Tulane University

Projected or recommended research

There are a number of areas where the CMSCS research staff and the evaluation
team feel work could be usefully done.
Some are more well developed than
others. They are:
TITLE:
PROMOTION OF FAMILY PLANNING METHODS, CENTER FOR FAMILY EDUCATION,
HAITIAN ARAB CENTER (HAC)
OBJECTIVE: There is a need to restructure the Center and, therefore, re-evalu
ate it and do a re-census in Cit6 Soleil. The fundamental issue is to deter
mine which contraceptive methods offer both a high rate of acceptability/accept
ance aid, a high rate of continuance.
An ancillary question is:

what are the incentives to 1) start and 2)to con

tinue any given method?
Studies to date indicate that:
Acceptance
Acceptance
Acceptance
Acceptance
Acceptance

rates
rates
rates
rates
rates

for
for
for
for
for

the pill are high, continuance low
the IUD (sterile) are low, continuance high
Norplant are medium, continuance high
Depoprovera are medium, continuation high
cremas are zero.
Columbia University (?)
Center for Family Education, HAC

FUNDING:

TITLE: COST-EFFECTIVENESS ALTERNATIVES FOR IMPROVING HEALTH SERVICES DELIVERY
OBJECTIVE: Self-explanatory. The emphasis planned is to be on TBC and Nutri
tional Rehabilitation. We would recommend a larger purview.
FUNDING:
TITLE:

No further data
STUDY OF DIARRHEA-RELATED MORTALITY

OBJECTIVE:
FUNDING:

Self-explanatory.
PAHO or Johns Hopkins Tier III Evaluation Support

TITLE: REAL VACCINATION COVERAGE
OBJECTIVE: Research, including measles research at Cit6 Soleil , has produced
recommendations on the appropriate ages by which children should have completed
each vaccination. The CMSCS would like to do a study of real, constant cover
age, which would provide the basis for promotion of immunization at the proper
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ages, that is, targeted, age-specific immunization. The central research ques
tion is: what can we find out, through analysis of data accumulated to date,
about what has been the average ages for all vaccinations, by type, by site,
controlled for by age of program? This research should be extended to include
the AOPS projects.
TITLE: EVALUATION OF THE EFFECTIVENESS AND IMPACT OF THE ROAD-TO-HEALTH CARD
OBJECTIVE: There is increasing questioning in the scientific community of the
value of the Road-to-Health Card now widely used for growth monitoring. A ten
tative hypothesis is that the card is useful for screening but not for monitor
ing; in Haiti, as elsewhere, it is used for both purposes. An ancillary effect
is that the growth curve may be evaluated but not the child.
In addition,
there is mounting evidence that the card is grossly u.derutilized as a motiva
tional and educational tool, so that while the card itself may have some value,
the process of its use is almost completely a waste. Both Cit6 Soleil and the
AOPS projects offer excellent opportunities for pursuing these very important
issues, although the difficulties of measuring the impact of this intervention
should not be discounted.
TITLE: USER FEES
OBJECTIVE:
Some pieces of fragmented research address the question of user
fees. For instance, TBAs get incentives for clients motivated and contunuing
in use of family planning methods, e.g., condoms, and there has been scrutiny
of the results of these incentives with different kinds of TBAs and ColVols.
However, this has been done in a very general way and there has been no ensuing
analysis. Similarly, this evaluation has looked (see Chapter V) at the various
incentive systems for ColVols, but there needs to be a systematic review of all
these approaches to see which, if any, have been effective and design some
explicit operaitons research.
TITLE: THE EFFECTIVENESS AND IMPACT OF FOOD SUPPLEMENTATION
OBJECTIVE: Food is distributed at the CMSCS and is also distributed in some
AOPS projects. Experience with this component has raised the following ques
tions: what is the effect/association of food supplementation in a given proj
ect with immunization rates and nutritional levels; what is the effect of not
providing food if a child does not show continuous weight gain; is there any
incentive for families to "change sectors" (urban setting) to get food, for
example in TBC programs; and at what point in the rally post sequence should
food supplementation be provided or should it be provided at another time
and/or place "by prescription?"
TITLE: VITAMIN A DISTRIBUTION
OBJECTIVE: A project proposal has been recently been submitted to AID/Washing
ton, which will include a survey on the number of children in Haiti who have
received Vitamin A, including number of doses and the age at which it was re
ceived and the degree to ihich this accords with expected compliance; the per
centage of the base population which has not received Vitamin A; and, out of
the total number of children who were referred by the project to an opthalmolo
gist, how many were diagnosed as having a Vitamin A deficiency?
FUNDING:

Helen Keller International
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2.

AOPS
a.

Current research

There has been a series of PRICOR-supported studies through AOPS which have
been recently compiled in book format. These are briefly described here accord
ing to the chapter headings in that document. Where findings have been pro
duced, these are presented here.
TITLE:

THE TASKS OF COMMUNITY HEALTH WORKERS AND TASK EXPECTATIONS OF CHWS

The study settings for this group of studies were three rural sites chosen
because they represent three different patterns of community organization,
One urban site, Cit6 Soleil, was
Mirebalais, Thomassique, and Gros-Morne.
chosen to reflect the implications of the study for urban health programs and
because the CMSCS project has been accumulating impact data over recent years,
most especially on ORT and measles.
The principal hypothesis governing the study was that there is an ideal way of
allocating tasks to community health workers to maximize the impact they can
have oi infant and child mortality; for this research, the tasks under consider
ation were limitcd to ORT, immunization, growth monitoring, and family plan
ning. Two sub-hypotheses were that 1) it was possible to estimate the time
use-ieffectiveness for the tasks associated with each of the four interventions
and that 2) a health worker might have the same or greater overall impact on
the health of his or her community by focusing activities on a small set of
households, perhaps 20 percent of the target population, perhaps particular
subgroups, rather than by diluting efforts over an entire catchment area. The
key operational problem was to determine those "best" proportions of personnel
time, commodities and economic resources devoted to each CHW task that will 1)
maximize overall value of health benefits to the community while ensuring that
2) no resource levels are exceeded, but that 3) all minimum performance levels
are met (or exceeded). An ancillary question was: should an equal amount of
effort or time be allocated to all identified tasks?
FINDINGS: The preliminary findings which have appeared so far are primarily
descriptive and provide a profile of a sample of CHWs in the three rural study
sites. Those have been presented in this document in Chapter IV.A. and will
not be repeated here.
TITLE: THE EFFECTIVENESS OF PRIORITY HEALTH INTERVENTIONS IN HAITI: ORT
OBJECTIVE: To determine whether knowledge of ORT was associated with a fall in
the 1984 infant mortality rate (IMR) and the one- to two-year mortality rate.
Knowledge was defined as giving correct responses to a set of questions explor
ing the mother's capacity to prepare and to administer ORT.
FINDINGS: Prior to the introduction of ORT, death rates were similar for chil
dren of mothers knowledgeable or not knowledgeable about ORT. In fact, in the
1982 birth cohort, fewer children from the group of knowledgeable mothers sur
vived. This phenomenon was reversed for the 1983 birth cohort, primarily in
the 12- to 23-month cohort where the mortality rate was 120/1000 for knowledge
able mothers vs. 200 per thousand for non-knowledgeable mothers. This differ
ence persisted in 1984: 40/1000 vs. 90/100. Knowledgeable mothers were more
likely to be literate and to have fewer children. More research is needed to
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appraise the flow of causality among these factors and more analysis required
to adjust for confounding factors.
TITLE: THE IMPACT OF MEASLES VACCINATION
OBJECTIVE: To determine whether immunization of children with neasles vaccine
is associated with a reduction of childhood mortality. This study is described
in the earlier section on research at Cit Soleil.
TITLE: BIRTH INTERVAL AND PREGNANCY OUTCOME IN RURAL HAITI
OBJECTIVE: To explore the contention that the increased mortality associated
with a shortened birth interval may be treated to the replacement phenomenon:
women who have already lost an infant are more likely to develop a new preg
nancy. Their previous infant death experience, evidence of higher risk, rather
than the short interval, accounts for the increased mortality risk for the sub
sequent death.
FINDINGS:
The study documents that, in a situation where women given birth
twice over a period of two successive calendar yhears, the replacement phenome
non may be in effect. Women giving birth twice over a period of two successive
calendar years are four times mo,'e likely to lose their child. The study sug
gests that focusing on these women, who may contribute less than 15 percent of
all births, will allow the prediction of as many as one-third of all infant
deaths. Preventing these births would reduce the infant mortality rate by 10
percent.
In a setting such as that of rural Haiti, post-partum contraception
will be an intervention with a significant potential for reducing infant mortal
ity.
TITLE: TASK ALLOCATION
OBJECTIVE:
1) To test a hypothesis formulated in Phase I of this study, that for every
unit of time a CHW spends to make a mother competent in the use of ORT, s/he
must spend 21 times this unit in the promotion of family planning in order to
maximize the number of child lives saved.
2) To determine the relative effectiveness of promoting priority health care
interventions by CHWs to all women in selected communities or to focus promo
tion activities on women at high risk of losing a child.
3) To determine whether women at high risk of losing a child are more highly
motivated to utilize available health services than women who are not at high
risk.
Cash incentives were awarded at the program's conclusion, varying relative to
the percentage of women the CHW succeeded in making competent in the principles
of ORT and the preparation of ORS and in the knowledge and utilization of fam
ily planning, as evidenced by pre- and post-training questionnaire evaluation.
Participants were given as an incentive the right to participate in rural cred
it clubs and all participants were entitled to a free medical consultation.
FINDINGS: The exercise revealed that a limited list of mothers appears to be
more manageable for a CHW to deal with at any one time.
Furthermore, mothers
who feel they have been specially selected are more apt to attend educational
sessions, while the focus on a selected group of mothers did not seriously
affect the overall patterns of knowledge for the villages as a whole. With the
exception of some seemingly aberrant change in knowledge levels about diarrhea,
knowledge levels were changed in the direction and degree one might expect.
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Since focusing on mothers with high-risk children does not appear to severely
penalize other mothers who acquire their <nowledge at rally posts, it would
appear advantageous to institute a screening system for identification of at
risk children.
In settings where the brunt of the educational effort takes
place at rally posts, additional educational sessions in the village targeted
to mothers of at-risk children have a potential of improving community know
ledge with regard to key interventions.
b.

Projected or recommended research

TITLE: THE HEALTH STATUS OF NON-USERS OF HEALTH DELIVERY SERVICES
OBJECTIVE: One of the central assumptions of the AOPS model is that mothers
will keep coming to rally posts. Inherent in this assumption is that mothers
will keep bringing any given child until his/her vaccination series is com
plete. Assuming the registration/record-keeping/follow-up system is working
well, there are ample data for determining how many mothers really do this.
However, we do not know 1) whether mothers will continue to come to rally posts
after vaccination series are completed, or 2) why they will do so.
There may
be a transition period during which mothers will continue to show up for weigh
ing simply out of newly-habituated behavior, because they have been told that
it is good to do so and have no reason to question whether, as a matter of
fact, weighing their children is meaningful for them.
However, sooner or
later, mothers will, consciously or unconsciously, evaluate whether there is
any reason (barring another pregnancy or another baby) for them to continue
attendance at rally posts. The research focus would be on: 1) why mothers now
come to rally posts, and 2) how mothers behave when their children have complet
ed the vaccination series on which they have embarked, and why they do what
they do.
TITLE: MOTHER COMPETENCY AND PARTICIPATION IN GROWTH MONITORING
OBJECTIVE:
To determine whether the educational potential and ultimate impact
of growth monitoring, with emphasis on correct weighing and use of the Road-toHealth Card, can be enhanced by participation of mothers through clubs or spe
cialty groups.
This would be combined with the Evaluation of the Effectiveness
and Impact of zhe Road-to-Health Card referred to earlier as projected/recom
mended research at the CMSCS.
TITLE: FAMILY PLANNING CONTINUA'NCE PATTERNS
OBJECTIVE: To use ColVols to 30 women, recruited for family planning, to track
continuance, discontinuance, and dropout over timc. This could be merged with
operations research on the effectiveness of the addition of a family planning
station to rally posts.
TITLE: INCENTIVES FOR COMMUNITY HEALTH WORKERS
OBJECTIVE: There is a matrix of incentives that describes the different incen
tive systems that have been or are being used in Haiti:
1) cash or non-cash,
2) to worker or to community, 3) sporadic or standardized/regularized; 4) avail
able to individual workers or to groups or workers, 5) simple or complicated.
These need to be systematically field-tested, with a guiding hypothesis being
that performance-based or results-oriented incentives are the most appropriate
and productive.
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V.

FINANCIAL MANAGEMENT AND PLANNING

This section summarizes issues related to basic bookkeeping and donor accounta
bility, financial management, financial pl3nning, financial sustainability and
strategies for self-sufficiency for the Complex Medico Social de la Cit6
Soleil (CMSCS), the Association des Ouevres Privies de Sant6 (AOPS), and the
grantee institutions of AOPS.
Our information is based on interviews with
accounting and administration staff and on a review of books and documents
where they were available.
Both time and available information prohibited
system audits and extensive direct data analysis by the team members.
A.

CMSCS

1.

Donor Accountability

CMSCS appears to meet minimum standards for donor accountability. Receipts are
retained at the central administrative level where they are reviewed. Those
that are considered allowable under the AID Cooperative Agreement are itemized
and reported on the AID voucher system. Dr. Reginald Boulos and Sister H616ne
review these reports. In our experience, this type of documentation and report
ing was considered to meet the minimal standard for the MSPP's reimbursable
dollar funds (DA) by the AID controller's office. Although the reporting pro
cndures for the Cooperative Agreement are better documented and controlled than
the whole CMSCS financial system, the AID reporting system is more complex and
cumbersome than it needs to be. The same information is copied from one docu
ment to another several times. This is a waste of staff time and paper. More
importantly, the transfers increase the possibility of human error. The system
should be simplified.
2.

Financial Management and Control

The guiding principle for financial management at Cit6 Soleil is that each
facility or center within the Complex is expected to ianage and control its own
resources. This basic financial management principle is a sound one. It al
lows for flexible, decentralized decision-making yet provides appropriate in
centives for using resources effectively. The central administration of the
Cit Soleil Complex establishes each center's personnel needs in consultation
with the Sister who runs the center, and pays the Center's monthly salaries.
Each month it also provides a lump sum financial allocation to the Sister
administrator. This allocation and the revenues that each center collects are
expected to cover all its non-salary operating decisions concerning the opera
tion of the center. She purchases all of her own materials and supplies, and
has responsibility for all minor equipment repairs and maintenance at her cen
ter. She makes the decisions about whether patients can be exonerated from
fees. She summarizes the monthly financial transactions of the center in a
notebook and remits this record and supporting receipts to the central adminis
tration at the end of each month. If the center's expenses exceed its finan
cial resources, the Sister incurs a "deficit" to the Complex, and she is expect
ed to cover this deficit and make ends meet during the next month. The finan
cial mnnagement issues related to each center are discussed below under each
center's associated income-generating activities.
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The series of notebooks and receipts that are kept by each Sister-administrator
constitute the basic financial record-keeping system for CMSCS and are the fun
damental source of financial information. The financial transactions that are
recorded in the notebooks are consolidated in the general ledger each month,
but the notebooks provide the basic tool for cash management.
The central
administration reviews each center's monthly revenues and expenses, compares
expected vs. actual revenues, and makes changes in the monthly financial allo
cations to the center based on this information.
The financial information
aprears to be little used for other financial an3lysis and decision-making,
except in the case of special projects.
The notebooks for each center document CMSCS financial activities and provide
useful information on expenditures and revenues. The revenues from fees charged
at the hospital are probably the most accurately recorded, as a series of hos
pital reporting procedures back up this information. The systems for reporting
revenues at the other centers arp less well documented. Cash and in-kind dona
tions received at each center are not systematically recorded.
While cash
donations represent only minor income, in-kind pharmaceutical and food dona
tions may represent a more significant source of income.
Salaries, which
reflect the majority of costs at each center, are accurately recorded in each
of the notebooks by the central administration at the end of the month. Other
expenditures are probably accurate enough to provide useful data for analysis.
The notebooks are an inadequate financial information tool to help thc Complex
address issues of financial management and cost control.
The line items, for
example, are extremely broad and appear to be inconsistently defined over time
and across centers. This system does not represent sufficient information to
analyze, either at the end of a month or at the end of a year, the changes
which have occurred in expenditures and to make informed decisions regarding
center operations. The centers have little way of knowing whether changee are
due to changes in environmental conditions, i.e., the impact of price chanes
on their activities, or, to changes in center activities.
This financial record-keeping system does not provide adequate financial con
trol,
.e., safeguarding, monitoring, and documenting the Complex's financial
activities. It is clear that there are reporting inconsistencies which distort
information provided by the notebooks and that there are leakages--of informa
tion rather than money--from the system. The distortions may be minor, and the
integrity and thrifty habits of the sisters probably assure as much control and
fiscal responsibility as a tighter system would. However, designing and imple
menting an adequately controlled system would require considerable time and
effort, and the relative benefits of investing this time and effort may be
small. A more sophisticated accounting system may also be beyond the absorp
tive capacity of the Complex at the present time. A modest investment of time
and effort directed at enhancing cash management and record-keeping procedures
would provide a more useful management tool that could be used to address reve
nue generation and cost control issues. Over the longer term, the limitations
and weakness of the "little notebook system" must be overcome and replaced by
an accounting system if the Complex is to survive and flourish.
Like many non-profit groups that are dependent on a variety of donors, CMSCS
does not consolidate its budget planning, and the centers themselves do very
little in the way of annual budget planning. Most budgeting is done by funding
source, like the budget for the Cooperative Agreement with AID. The Coopera
tive Agreement budget is allocated among the central administration and the
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Consolidated budgeting for the
variu,3 programs and centers of Cit6 Soleil.
Complex may not be necessary, but more attention to budget planning at the pro
The Complex presently responds to
grain or center level would be beneficial.
financial shortfalls by looking for additional sources of funding rather than
attempting to restructure activities to fit within expected resources. Estab
lishing budgetary procedures by center would help identify clear expectations
for the need for financial resources and guidelines for their use.
Budget
planning would also help the central administration to more systematically
anticipate its annual resource needs.

3.

Income Generation

Several activities at CMSCS presently are generating revenues for the Complex:
patient fees, product sales, and school fees.
These fees are collected and
retained at each center and are used to support its operating costs. Revenues
must increase at a faster rate than costs if they are to contribute to self
sufficiency goals. For this reason, both revenues and expenditures from the
last two years for each center are summarized below. The reader must be cau
tioned that two years is too short a period of time on which to base strong
conclusions. Nevertheless, the data are informative and useful for determining
some future courses of action.
Patient fees currently represent the largest source of revenue generated by the
Complex. Fees are charged for outpatient curative visits at the CHAPI center,
for prescriptions at the CHAPI pharmacy, for X-rays at the hospital, and for
hospital admissions. The fees are used to cover the operating expenses of the
facility or center in which they are collected. The 1985 change in the fee
structure provided a substantial increase in revenues for the CHAPI Center and
St. Catherine Labour6 Hospital. Table 14 below illustrates the changes in the
fee schedule between 1981 and 1985.
TABLE 14
CITE SOLEIL FEE SCHEDULE
(in US Dollars)

Hospital X-Ray
Hospital Admission
Pediatric
Maternity
Internal Medicine
Minor Surgery
Major Surgery
Emergency Admission

1981

1983

1985*

2.00

3.00

3.00

2.00
2.00
2.00
5.00
8.00
1.00

2.00
2.00
2.00
10.00
15.00
3.00

3.00
3.00
5.00
15.00
45.00
5.00

CHAPI visit
CHAPI pharmacy
*

0.20/prescription

0.20/prescription

0.10/item

Fees changes implemented in March/April 1985

An assessment of how revenues contribute to the operating expenses of each cen
ter and to the overall financial status of the Complex is examined below.
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4.

CHAPI Center

CHAPI Center fees for outpatient curative visits were increased in early 1985
from US $0.10 to $0.20. Similarly, the prescription charge of US$0.20 for an
unlimited number of items was eliminated and replaced with a charge of $0.10
per item. Table 16 illustrates the results of these changes. During FY86,
average monthly revenues from outpatient and prescription fees increased by
21.5 percent over the previous year. Revenues as a percent of the total oper
ating costs of the Center increased from 24.5 to 31 percent. At the present
time, the revenues collected at the CHAPI Center are used to cover all of its
non-salary costs. Salaries continue to be supported by the Complex.
An important effect of the change in the fee structure has been on pharmaceuti
cal utilization. Table 15 below illustrates these changes.
TABLE 15
AVERAGE NUMBER OF MONTHLY PRESCRIPTIONS DISPENSED
AT CHAPI PHARMACY, BY NEIGHBORHOOD LOCATION OF PATIENT

Boston
Brooklyn
CHAPI
TOTAL

FY84

FY85

FY86*

1150
1618
2413

1092
1393
1967

1156
1263
1195

5181

4452

3614

Monthly average based on data from first six months of FY86.

TABLE 16
CHAPI CENTER REVENUES AND EXPENDITURES
(FY85 and FY86 in US Dollars)
JULY 1984 - JUNE 1985

OTA'

X/MNTH

JULY 1985 - MARCH 1986

TOTAL

X/MONTH

REVENUES
Dispensary Fees

28,740*

2,395

26,190

2,910

EXPENSES
Salaries
Pharmaceuticals
Mat/Supplies/Repairs

70,006
33,300
149040

5,834
2,775
1

56,932**
22,600
4,735* **

6,325
2,510
526

TOTAL

117,346

9,779

84,267

9,362

*
**

*

April revenues estimated.
March salaries estimated from previous month.
Expenses for TB and ORL clinics are substantially below previous year.
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TABLE 17
ST. CATHERINE LABOURE HOSPITAL REVENUES AND EXPENDITURES
(FY85 and FY86 in US Dollars)
JULY 1984 - JUNE 1985
TOTAL
X/MONTH
REVENUES
Admissions
X-rays
TOTAL
EXPENSES
Salaries
Mat./Supplies/Repairs
TOTAL
*

JULY 1985 - MARCH 1986
TOTAL
X/MONTH'

11,850
4,990

988
416

12,154
5,013

1,350
557

16,840

1,404

17,167

1,907

159,140
59,480

13,262
4

136,320*
54P145

15,147
6$016

218,620

18,219

190,465

21,163

March salaries estimated from previous month.

While the number of prescriptions dispensed at the CHAPI Center pharmacy had al
ready declined by 16 percent between FY84 and FY85, this downward trend was
accelerated when fees were increased in March/April of FY85. The average num
ber of prescriptions dispensed each month during the first half of FY86 was 23
percent less than the previous year and 43 percent lower than what had been
dispensed in FY 84. If we can assume that donated pharmaceutical supplies re
mained relatively constant during this period, the center was able to reduce
its pharmaceutical expenditures by 10.5 percent. Unit prescription costs, how
ever, have risen from $0.62 to $0.69 between FY85 and FY86, although patients
are now paying almost 15 percent of this cost.
Prescription costs require regular and careful monitoring. As costs increase,
fees for prescriptions should be increased commensurately. A more detailed
recording of expenditures in this center's notebook may help to identify speci
fic areas to target for cost control and or least reduction. It may be possi
ble to raise fees so that clients are paying a greater share of the costs. If
prescription fees were raised to $0.15 per item, this would cover over 20 per
cent of unit prescription costs. In this medium term, revenues from outpatient
and prescription fees should be expected to gradually begin to cover a portion
of salary costs.
5.

St. Catherine Labour6 Hospital

The results of the changes in the fee structure for hospital admissions and X
rays are presented in Table 17. Average monthly hospital revenues increased by
35.8 percent between FY85 and FY86. However, it is important to observe that
total operating costs also increased, although at a slower rate of 16.2 percent.
Revenues as a percent of total operating costs increased from 7.7 to 9 percent.
While there has been little analysis of the unit costs of hospital services, a
1983 PRICOR study by M. Pipp (referred to in the Project Paper), identified
the unit costs for normal and Caesarian deliveries as $31 and $210 respectively.
If we assume that these costs have increased by no more than 10 to 20 percent,
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then patients are paying roughly 8 to 9 percent of the cost of a normal deliv
ery and about 17 to 19 percent of the cost of a Caesarian delivery. Unit cost
estimates for other hospital services would be useful to obtain. With these
costs in hand, targets for the portion of costs to be recovered by fees could
be established. Costs also could be monitored and the fee structure changed
commensurate with increases or decreases in costs.
Utilization appears to be unaffected by fee increases.
Seventy-eight fewer
surgeries were performed at the hospital tin 1985 than in 1984 (209 vs. 287),
but this situation seems to be due to the reduced availability of the surgeons
rather than reluctance of patients to pay higher fees. The number of deliver
ies actually increased by 304 (1699 vs. 1395).
In a recent study by Anne
Becker (1985), cost was demonstrated not to be a major factor in determining
whether a woman chose to deliver at the hospital.
The hospital receives a monthly financial allocation from tile Complex.
This
allocation and the revenues it collects from fees are intended to cover all
non-salary expenditures. In FY85, the hospital's monthly allocation of approxi
mately US$3,400 and average monthly revenues of $1,400 provided $4,800 to cover
monthly non-salary expenditures. Since these expenditures averaged $4,957 per
month, the hospital incurred a monthly internal "deficit" to the Complex of
about $150.
During FY86, the allocation from the Complex was reduced to a
monthly average of $3,170 to reflect the declining AID contribution to the
support of the Complex's operating costs. Average monthly revenues increased
to $1,900.
Ncn-salary costs have increased to a monthly average of $6,000.
These figures imply that the hospital's monthly deficit to the Complex has de
creased to around $930. According to the notebooks, the hospital has a current
accumulated deficit to the Complex of around $5,000.
This internal deficit
certainly contributes to the monthly deficit problem that CMSCS is experiencing
as some donor funds are reduced or withdrawn.
Given that the hospital's operating costs represent over one-third of the Com
plex's total operating costs it is important to identify mechanisms to contain
and/or reduce hospital costs, and to increase revenues. The long-term finan
cial viability of the Complex depends on developing and implementing such ac
tions.
While it is unrealistic to expect the hospital to strive for self
sufficiency, the hospital should not absorb any greater share of the Complex's
resources. To achieve this goal, CMSCS will have to analyze hospital costs and
develop mechanisms for their control which include implementing improved budget
ing and financial management procedures. One strategy would be the hiring of a
business manager for the Complex who could assist the Sister-administrator in
these tasks.
There is probably some latitude to increase fees at the hospital.
If, for
example, fees for deliveries were increased by only $1, it would bring in
$1,600 in additional revenues and probably would not affect utilization. Fees
for adult hospitalization also might tolerate an increase without* affecting
utilization:. Changes in policies regarding fee exemptions offer another source
of increased revenue. Few patients who were admitted to the hospital in 1985
were exempted from fees: 7 surgical patients for a total of $307 in foregone
income, and 42 general medicine patients for a total of $120 in foregone in
come. However, hospital records show 287 patients were exempted from X-ray
fees for a total of $3,570 in foregone income (most patients had multiple X
rays). Many of the X-ray patients were referred by a sister at another center
with a note requesting a free X-ray (mostly for TB patients).
One strategy
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to deal with this problem would be for the cost of the X-ray to be paid from
the budget of the center making the referral.
Finally, some entirely new
sources of revenue could be developed. While fees for surgery in the Cit6
Soleil community may be close to the maximum that families can pay, the Complex
could consider opening a few of its beds to private surgery patients.
These
patients would pay the full cost for surgical care and a premium for private
quarters. If a market exists for private patients at the hospital, the reve
nues obtained could make a significant contribution to hospital operating
costs.
6.

Boston and Brooklyn Centers

Table 18 below provides data on revenues and expenses at the Boston Center for
the last two fiscal years. School fees and revenue from product sales are used
to cover the non-salary operating expenses at this center. Revenue from the
sale of products made by students at the vocational training center increased
by 16.2 percent over the last year. This year, sales and school fees contri
buted 8.7 percent to total costs, up from 6.8 percent in FY85. Total costs of
the Center have increased by 9.6 percent and are wholly accounted for by salary
increases. Expenditures on materials and supplies actually decreased. This
decrease is most likely the Center's response to increases in the prices of
materials and supplies and a need to keep its operating costs within the finan
cial allocation from the Complex.

TABLE 18
BOSTON CENTER REVENUES AND EXPENDITURES
(FY85 and FY86 in US Dollars)
JULY 1984 - JUNE 1985
TOTAL
X/MONTH
REVENUES
Sales
School Fees
TOTAL
EXPENSES
Salaries
Mat./Supplies/Repairs
TOTAL
*

JULY 1985
TOTAL

-

MARCH 1986
X/MONTH

4,829*
3,292

402
274

4,207
2,453

467
272

8,121

676

6,760

739

92,490
24,200

7,708
2,108

79,563
17,260

8,840
1,918

117,690

9,816

Includes payments to mothers.
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96,823

10,758

TABLE 19
BROOKLYN CENTER REVENUES AND EXPENDITURES
(FY85 and FY86 in US Dollars)
JULY 1984 - JUNE 1985
X/MONTH
TOTAL
REVENUES
Sales (Mothercraft)

18,760*

EXPENSES
Salaries
* Mat./Supplies/Repairs

78,900
37,140

6,575
3,095

116,040

9,670

TOTAL
*

1,563

JULY 1985 - MARCH 1986
X/MONTH
TOTAL
12,790
64,720
26P750
91,470

1,421
7,191
2,972
10,163

Includes payments to mothers.

Table 19 above provides similar information for the Brooklyn Center. Revenues
from the sale of products made by the mothers who attend the Center support its
operating costs. During FY86, average monthly sales declined by 9.9 percent,
and their contribution to total costs was reduced from 16 to 14 percent. While
this situation is troublesome, the political instability of the last six months
undoubtedly played a large role in the decline of sales.
Informal conversa
tions with individuals responsible for similar crafts programs which are depen
dent on an external sales market revealed similar slumps in revenue.
Total
operating costs for the Brooklyn Center have increased by 5 percent, mainly as
a result of increased salaries. Expenditures for materials and supplies, which
include payments to mothers for product fabrication, have declined.
Since
prices for materials and supplies are known to have increased, the decline in
expenditures is most likely a response to decreases in sales and a need to keep
operating costs within the financial allocation made by the Complex.
Both the Boston and Brooklyn Center harbor potential for expanding the revenue
base of the Complex as well as the income-generating capabilities of the indi
vidual participants. The recommendations of the Maria Alvarez report (1983)
concerning these issues remain valid. To increase the sales of products she
recommended that skill levels of trainees needed to be evaluated and upgraded
and that marketing efforts needed to be expanded. She also recommended that
cooperative enterprises, such as a bakery, be organized to utilize the skills
and expand the opportunities for trainee graduates. More aggressive marketing
and sales require, at the minimum, an investment in resources to guarantee the
quality of the products, and a thoughtful assessment of the business environ
ment. The Complex needs to be committed to mainta 4iing close supervision of
both quality and quantity of products.
Recommendations related to coopera
tives and business require a completely different kind of ability than the
Complex currently has. Some of these recommendftions, such as development of a
bakery, are being implemented. However, the Complex still requires someone
with appropriate business experience to manage production, marketing, and sales
of the Complex's products and to assist in the organization of the cooperative
enterprises.
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7.

CMSCS Complex

The revenues and operating expenses reported in each of the center's notebooks
for FY85 and the first nine months of FY86 are consolidated in Table 20 below.
Total operating expenses and revenues for FY86 are projected based on monthly
averages.
The total operating expenses for FY85, according to the information reported in
the notebook, were $689,180. Operating expenditures, according to the budget
worksheet in the project paper, were expected to be $762,926, a difference of
nearly $74,000. Research expenditures which are not recorded in any notebook
account for $35,000 of this discrepancy. Although budgeted and actual expendi
tures can be expected to differ, a discrepancy of $39,000 illustrates the prob
lems inherent in the Complex's record-keeping.
For FY86, operating expenses were budgeted at $742,374. If spending for the
next three months continues at the average rate, FY86 operating expenditures
will total $765,579, without including research expenses. This is three per
cent above budgeted expenditures and 11 percent higher than last year's expendi
tures. This increase illustrates the need to implement financial management
procedures.
Based on the projections, total revenues for FY86 will be 15.5 percent above
last year. Revenues from health fees were expected to be $55,000. If col .Z
tion nontinues at the present rate, revenues from health fees will exceed chat
goal by almost $3,000. Revenues from fees and sales are an important source of
revenue for tne Complex, contributing 10.9 percent of operating cost. However,
fees and revenues cannot realistically be expected to make a much larger contri
bution to operating costs, at least within the next two to four years. Although
revenues from fees increased by 15 percent the last year, the contribution to
operating costs increased by only 0.4 percent. While there probably is some
room to increase fees, and they certainly must be increased commensurate with
cost increases, the Complex will have to rely on other strategies to achieve
self-sufficiency.
8.

Strategies for Financial Management
a.

Fundraising

Fundraising is considered the major strategy required to move CMSCS towards
financial self-sufficiency. Last year, "Friends of Cit6 Soleil" (FOCUS) ac
quired legal status as a U.S.-based nonprofit to provide the major fundraising
effort for CMSCS. However, fundraising efforts through this organization have
not been very successful to date. There are several reasons why.
First, the organization does not have a professional staff. In order to reduce
overhead costs, CMSCS primarily relied on Mrs. Kathleen Boulos to oversee the
implementation of the first steps of Friends of Cit6 Soleil. While it saves
CMSCS a great deal, the Complex now realizes that it will have to spend money
in order to raise noney. The second problem was the lack of a definite stra
tegy which !nade decisions difficult. The absence of startup costs also limited
the range of actions that could be taken. Finally, the CMSCS directors appear
not to have accorded fundraising a high priority. Only limited fundraising was
achieved last year.
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TABLE 20
CONSOLIDATED REVENUES AND EXPENDITURES FOR THE CMSCS
(in US Dollars)
FY85

FY86 (through March, 1986)

28,740
11,850
4,990
23,589
3,292

26,190
12,154
5,013
16,997
2,433

72,461

62,787

159,140
92,490
78,900
70,000

136,320
79,663
64,720
56,932

400,530

337,635

59,480
25,200
37,140
47,340

54,145
17,260
26,750
27,335

169,160

125,490

Central Administration

55,710

45,748

Other Programs

63,780

65,311

REVENUES
Dispensary Fees
Hospital Admissions
X-Rays
Product Sales
School Fees
TOTAL

(83,716 projected
for FY86)

EXPENSES
Salaries
Hospital
Boston
Brooklyn
CHAPI
SUBTOTAL
Mat/Supplies/Repairs
Hospital
Boston
Brooklyn
CHAPI
SUBTOTAL

TOTAL

689,180
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574,184 (765,578 projected
for FY86)

,A public relations firm based in Washington, D.C., is being engaged to work
with CMSCS to fundraise for Friends of Cit6 Soleil on a continuing basis.
A
representative of the firm was in Port-au-Prince at the time of the evaluation,
but the team was unable to meet with her.
b.

Industrialization

The industrialization plan envisioned establishing a competitive manufacturing
enterprise that would allocate its profits to the direct budgetary support of
CMSCS. A feasibility study was undertaken by Witherspoon International Corpora
tion, a private, non-profit business development firm based in the U.S. The
study proved to be unusable and a more satisfactory feasibility study has not
been undertaken.
Given the complex nature of an industrial undertaking and the current political
and economic instability, such a strategy seems ill advised, right now at least.
Smaller, less complex efforts would have a greater chance of success.
c.

Other endeavors

The Complex has invested $5,000 to start a pig cooperative. The pigs and tech
nical assistance are being provided by IICA, and the profits from this endeavor
will directly support the operating costs of CMSCS. The Complex has no experi
ence in this area. The risks, therefore, should not be underestimated. Never
theless, it is a less complicated undertaking than an industrial complex and
IICA's experience in this area is considerable.
While these team members know little about pig production themselves, informed
sources report that the estimations on pig production may be overly optimistic.
Unanticipated losses could occur, given that no mortality is expected among
adults and the.mortality estimates for newborns are very low. Dr. Theodore, at
Pignon, also reported difficulties in feeding the pigs during the instability
of the last six months. This problem should be anticipated for the future.
The longer-term problem for pig production is to whom and how CMSCS will mar
ket the pigs. If this effort is to be a profitable one, these issues must be
dealt with now, rather than on an ad hoc basis when pigs need to be sold.
The Complex is also involved in the formation of a cooperative bakery with a
grant from Oxfam. This effort also represents a new area of work for the Com
plex where it lacks experience. The Complex will need to acquire sufficient
human resources and expertise to adequately provide financial, organizational,
and management assistance for establishing this and other production coopera
tives. This effort will not contribute to income generation for the Complex
unless it is restructured. Individuals who work in the bakery will earn income
but the Complex will receive no monetary benefit.
If the money for starting
the bakery enterprise were loaned rather than granted, the Complex could earn
the interest on the loan. The interest could contribute directly to the Com
plex's operating costs and/or to a capital fund for new loans. Given that the
bakery is a business endeavor, it is not unreasonable to expect the business to
be capitalized by an interest-bearing loan.
In the short run, interest on loans would represent a minor revenue source.
If, however, the Complex were to provide credit source for small business
ventures in the Cit6 Soleil area, it could develop this area as a new source of
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revenue. Obviou-ly, this is a major decision which dould require a different
focus and different personnel than presently are available at CMSCS. However,
it may be a less complicated idea than that of an industrial complex. Given
that the bakery enterprise is already getting under way, an expansion of this
type of activity merits consideration.
Both public and private institutions in Haiti and abroad view the Complex model
as an ideal place to provide training for health personnel.
Physicians and
other health professionals from private institutions throughout Haiti have been
trained at the Complex, as well as a number of students from schools of public
health in the United States. Recently, AOPS has chosen the Complex as the
training center for all of the physicians that will be in charge of community
health outreach programs in rural Haiti. The Complex views this external in
terest in training as an opportunity to expand its training efforts in the near
future. Two areas are to be explored: training new graduates in medicine from
the University of Haiti who are interested in public and community health pro
grams, and students (mostly American) interested in a field program after hav
ing completed their MPH as part of a MPH field experience.
Training at the Complex represents a potetial
needs to establish a tuition fee structure for
reflects the direct and indirect costs to CMSCS
for training AOPS doctors, for example, is too

source of income. The Complex
training efforts that adequately
for conducting training. The fee
low.

In conclusion, CMSCS activities over the last ten years have expanded in num
ber, complexity, and comprehensive focus. As a result of this expansion, the
Complex is outgrowing its present management and control mechanisms.
It will
have to adopt or replace these mechanisms with a system that addresses its
needs as a more complex organization. While CMSCS has broadened its revenue
base over the last two years, it also will have to develop more aggressive fund
raising efforts if it is to sustain its expanded network of activities.

B.

AOPS

Financial accountability at AOPS is a much simpler task than it is at CMSCS.
In addition to the more focused institutional activities, there is, with the
exception of AOPS membership fees,* only the Cooperative Agreement with AID as
the major funding source.
Since the AOPS system's raison d'etre is donor
accountability to one donor, it fulfills AID reporting requirements well. This
statement assumes, however, that it is not necessary for AOPS to document the
details of expenditures of each sub-grantee.
The AOPS accounting system appears to provide good financial control.
Except
for small purchases that are paid from a petty cash fund, most expenses are
paid by check. There are duplicate carbons from all checks, and the ledgers
provide references to these carbons. Receipts are also maintained in files. A
monthly reconciliation of the bank statement allows the accountant to verify
the accuracy of his records.
A minor change should be made in the filing
system, so that receipts are attached to the appropriate check carbons.
It
will be quite difficult to match them up after the fact during an on-site audit.
Since the Cooperative Agreement is virtually the sole source of funding, AOPS
budgeting activities are for the Cooperative Agreement. A restructuring of the
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sub-grantee section of the budget might be more useful if accounting data were
also collected according to the budget line items.
The accounting system only collects cost information by budgeted line items in
Some of the line items provide useful financial
the Cooperative Agreement.
management information, but costs need to be recorded (and budgeted) in more
useful categories. It might be useful for AOPS to separate its own institution
al support costs (e.g., AOPS secretaries and accountant) from the costs of its
direct support to grantees and their programs (e.g., supervision, training, and
technical assistance). Monitoring the trend between these costs provides some
measure of AOPS's own cost efficiency. But the most useful change in the sys
tem would be for AOPS to begin to collect cost information in more detail on
the activities of the grantees. Since these costs are the majority of the AOPS
budget and they represent the direct program service costs, more cost informa
tion collected in consistent categories should be highly relevant to manage
ment.
These suggested changes in the collection of cost data at AOPS would require
developing and implementing a simple and clear reporting format for the grant
However, without this change, the possibilities for fruitful financial
ees.
analysis at the AOPS level are limited. Some of this type of analysis can be
done presently with individual grantee records as outlined below.

C.

AOPS GRANTEES

The institutional and program capacity to deal with financial issues varies
greatly among the AOPS grantees. These variations are caused by the size and
stage of implementation of the programs, and more critically, by the size,
structure, experience, and stability of the grantee institution. Our assess
ment of issues related to financial management control, and sustainability for
each of the grantee institutions is summarized below.

1.

FHASE

Although it is currently only
pose is to establish a modern
and the facility itself gives
the admiiistrative staff is

offering outpatient services, FHASE's basic pur
hospital. It is supported by well-to-do Haitians,
an impression of comparative affluence. However,
over-burdened because of limited core funding.

The FHASE community medicine program is currently covering a population of
30,155. Funds to operate the program come from the AOPS grant, World Vision,
and some of FHASE's core funds. Currently grant installments from AOPS are
months behind schedule. This cash flow problem is stressing the program, and
FHASE is borrowing from other sources. The program coordinator believes that
it is a bureaucratic problem at AOPS.
FHASE appears to have good institutional capability to accurately budget for
planned program costs. Program outputs, such as numbers of immunizations, are
budgeted on the basis of unit costs and quantities projected each month. The
In this fiscal year to date, 32 members organizations have paid membership
fees of $100. These funds are used for printing community health outreach
program cards which are sold at cost to member organizations.
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World Vision funds that cover part of the community medicine program are budget
ed quite precisely on a monthly basis, in addition to the annual budget. This
is a World Vision requirement and the more flexible AOPS system is probably
simpler in this particular
making administration of program funding a little
case.
FHASE appears to have good financial control and donor accountability. Except
for minor expenses through petty cash, most expenses are paid by check. Refer
ences to check numbers or cash transactions provide audit trails back to source
documents. Revenues and expenses are collected by funding source and by pro
gram. Peat Marwick audits FHASE each year and is responsible for tneir finan
cial statements.
Funds from World Vision and AOPS are accounted for jointly in one journal, and
then separated for reporting to each of the two donors. There was no indica
tion that this has a negative indact on donor accountability, and it should
provide a useful source of consolidated information on program expenses.
The coordinator
Costs are also collected by a limited number of line items.
has used this financial information along with collected health statistics to
monitor trends in gasoline costs, for example, and program changes were made
Since the orld Vision and AOPS
that reduce the program's fuel consumption.
for jointly, there is an in
accounted
funds supporting this program are being
Additional
ternal reporting system that combines expenses from both sources.
expenses that come from FHASE's core funds can also be identified. Although it
has not yet been done, the data are available to do an analysis of recurrent
program costs versus the investment costs of initial training, surveys, etc.
Since the program expanded from a population coverage of approximately 10,000
to 30,155 in the fall of 1985, it would also be possible to identify the mar
ginal costs of program expansion. Average costs for coverage before and after
program expansion can also be calculated.
When the AOPS grant is finished, FHASE will most likely seek other donor sup
Fees are
port for the program's recurrent costs or use its own core funds.
and
consultation
($1
per
clinic
outpatient
the
in
charged
being
currently
$1.20-$4.00 for 1-io exams) and drugs are being sold ($1.00-$2.00 per treat
ment). These fees currently bring in about $2,000 per month, but they support
the outpatient clinic rather than the community health program. There are no
charges for the community health program and no plans to initiate any.
2.

CODIPP/Duplessis

CODIPP is a grass roots community group that was organized in 1970 and official
It is providing community health outreach through
ly became an NGO in 1984.
rally posts to approximately 10,000 people in Duplessis. Whie the AOPS grant
was used to initiate the community health outreach program, it now has been
operating without financial support from AOPS for approximately one year.
We visited the health facility and a rally post in Duplessis and the presi
We
dent's oflice in Port-au-Prince where records were supposed to exist.
also reviewed the financial reports that AOPS had receiv'ed.
It does not appear that CODIPP does any budget planning now, although it must
have assisted in preparing a budget for the original AOPS grant. There do not
appear to be any financial records, and all transactions may be handled with
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cash. The only record of the AOPS grant that exists now are the three quarter
ly financial reports -ihich were sent to AOPS while the grant was operative.
Copies were kept at thu president's law office, as this was an established pro
cedure. The treasurer of CODIPP died in January of this year, but it seems
that the president handled and continues to handle all finances related to the
program. In other words, there seem to be no systems for budgeting, financial
contr-ol. or donor accountability, and no financial information to analyze.
The president is able to recall most of the monthly recurrent costs from mem
ory: doctor $300, nurse $30 (plus 130 from MSPP), archiviste $40, transport $60,
and $350 for collaborator (ColVol) incentives, food, and sundry expenses. This
totals $780 a month. Some of these expenses, such as two-thirds of the doc
tor's salary and one-third of the nurse's, are for the clinic rather than the
The source of the funds which cover these expenses is vague,
rally posts.
e.g., the president's law practice and some of his friends.
The important point about this program is that it has continued for approxi
mately a year after the exhaustion of AOPS funds. CODIPP is hoping to extend
its population coverage from 10,000 to 25,000 with another AOPS grant.
The
president also has clear ideas about required inputs and the marginal costs of
program expansion.
It would be useful to compare his mental estimation of
costs with projected costs for the expansion of the FHASE or MARCH program.

3.

Eye Care Haiti and MARCH/Mirebalais

Like CMSCS, Eye Care's budgeting is focussed on the donor and sources of funds.
However, by contrast with CMSCS, an annual consolidated budget can be construct
ed by using several budgets that dre themselves consolidations of a number of
grant or prograt budgets. Like FHASE, Eye Care has an accounting system that
provides good financial control and donor accountability. Peat Marwick audits
the books annually. However, someone from the AID controller's office imposed
a separate system that was a complete duplication of what already existed. The
result is that too many little notebooks, receipts, and xeroxing are required
to meet monthly reporting requirements.
The MARCH program has 13 separate funding sources: AOPS, IAF, AID (Child Sur
vival Grant), PACT, PRICOR, VIP, patients' receipts, and a variety of churches
and women's groups that have made small contributions.
Since information on
all sources of funds for the MARCH program seems to have been collected in de
tail, and since the program has extended population coverage once and plans to
extend again, the program should offer good finincial information on recurrent
and development costs, and the marginal cost of expansion. To a certain extent
this is being done as they budget for a second AOPS grant. Recurrent operating
costs for the past year with a population coverage of 50,000 were $71,109. The
Eye Care accounts offer possibilities for useful financial analysis, especially
if similar analysis qere done with the FHASE data so that the two programs
could be compared.
Eye Care has a number of strategies for self-sufficiency.
"Mini-pharmnacies"
are going to be established. Each collaborator will sell drugs, and the pro
fits will provide at least part of his/her financial incentive. Women's clubs
-re also being established.
The women will be trained by collaborators, arid
the planned annual $2.00 membership fees will help to support the collaborator.
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Beyond these efforts, Eye Care is sufficiently well-established and has a more
It is therefore in a better position to
diverse portfolio of donor support.
continue attracting donor support.

4.

Baptist Haiti Mission/Fermathe Hospital, Kenscoff

The Baptist Haiti mission has been established in Haiti for roughly 40 years.
It has earned a very solid reputation for a variety of successful programs that
have improved the quality of life and offered income-generating opportunities
to the rural population in the very mountainous area around Kenscoff and Furcy.
The mission's "in-house" programs (funded by church and individual contribu
tions) are planned and accounted for with a consolidated computerized system,
This is
while "field programs," such as the AOPS grant, are kept separately.
primarily because 't allows the mission to comply with donor reporting require
ments more easily.
AOPS funds, like other small grants, are kept in a separate bank account, and a
checkbook is the main record. Receipts are saved and labelled with a reference
to the check number. Financial reports for AOPS are completed with this infor
mation and submitted with the receipts. A separated record of the budget bal
ance is maintained for internal use. This should provide adequate financial
control and donor accountability.
Like FHASE, the Baptist Haiti mission has been troubled by cash flow problems
with the AOPS grant. The second installment payment had been delayed for some
time, and, at the time of our interview, they were borrowing funds from other
sources to cover the costs of the program. They understood that it was a "red
tape" problem either with AOPS or between AOPS and AID.
Although the mission did its own budgeting and revised the AOPS budget three
times, the coordinator said it would make no difference if AOPS hal prepared
it since the allowable expense categories were too narrow to permit a useful
budget exercise for the planned program. Salaries could not be paid under the
grant, and personnel costs were the major expense.
Grant funds at this point were only $3,000, and the coordinator did not mention
any financial information that had been gathered or analyzed.
However, she
felt quite certain that by far the largest marginal benefits would be gained by
adding 10 or 12 health agents to the program at a monthly cost of $60 each;
establishing health posts in the very remote areas would be the next best in
vestment.
The mission is already funding many of the program's costs.
Generally speak
ing, if grant funding is lost for a particular mission program, the mission
will seek out another donor, or, failing that, cut the program back to a level
that can be funded without donor support. Strategies for the self-sufficiency
of the community health program are no different. The training program for the
health workers will riot be expanded without further donor funding.
The pig
program, which was intended to provide family incomes that might be used to pay
for health services, will be phased out after the grant.
Although the mission expects to be able to sustain the community health pro
gram, management also believed such programs were worthwhile even when they
stopped operating. The pigs, hopefully, would multiply. The educationmal im
121

pact of the program would remain, and perhaps spread.
health services create a demand for such services.

5.

Finally,

subsidized

Pignon

Dr. Theodore returned to Haiti a few years ago to build a hospital and serve
this country. If there had been no AOPS program, he would have only built his
hospital, continued doing a number of surgeries each week, and had little if
Instead, he ran into Tony Augustin and the commun
any impact on the community.
ity outreach program. The result of that acquaintance has been a significant
health impact on the surrounding Pignon area.
It was virtually impossible to obtain reliable financial information regarding
this program. Donor accountability is probably acceptable. Funds from AOPS
are accounted for in a separated journal, but it was not discovered whether
financial transactions were by cash or check. Receipts are available to docu
me.,nt all AOPS expenditure..
An accountant supervises two assistants for Dr.
Theodore's bookkeeping and accounting procedures. None of these individuals or
the books were available during our visit. Procedures for financial management
and control were not revealed.
Revenues for this program come from Dr. Theodore's fundraising efforts in the
U.S. The MSPP is supposed to provide salary support for the doctor and auxili
ary, but neither have been paid by the MSPP since last September and Dr.
Theodore now pays their salaries. He estimated that about 20 percent of his
hospital budget goes to support the community outreach program, but the size of
the hospital budget could not be determined. Given that Dr. Theodore's program
is similar in structure to the Eye Care and FHASE programs, his annual recur
rent costs are probably in the neighborhood of $75,000 to $85,000. Like FHASE
and the Baptist Mission, Dr. Theodore complains about the cash flow problems
with the AOPS grant and AID.
Support for this program seems assured even when the AOPS funding runs out.
Dr. Theodore had, in fact, run the program on his own between the first and
second AOPS grant. He has several strategies for generating revenues for the
continued support of the community outreach and hospital programs. The most
ambitious is the pig project which is already under way. Dr. Theodore is begin
ning to use pigs as incentive payment to collaborators, and the idea seems to
be meeting with acceptance.

6.

Union d'Entraide Humanitaire/Carrefour-Poy

The UEH health center at Carrefour-Poy is a former government health center.
Because of massive underutilization, the center was turned over to UEH in April
1984. Under the terms of the agreement, the group was to assume all operating
costs for the center, including staff salaries, supplies, transport, etc. Mme.
Josette Volcy has been managing the facility since it reopened.
In a short
period of time, attendance at the curative care clinics improved tremendously,
Mme. Volcy reported that the clinic and community outreach program are support
ed by: revenues contributed by members of the Association (9 members, accord
ing to Mme. Volcy); outpatient charges at the clinic for curative services; and
sales of AK-O00.
Annual expected income from members if S48,960. Mme. Volcy
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expects 1,600 patients per month at a fee of $1.40 ($26,880/year). However,
the doctor reported that he usually sees about 30 patients per day. When two
This patient
doctors are seeing patients, the maximum number is around 60.
not
all patients
However,
year.
per
volume would yield a maximum of $20,000
pay the full fee; the second family member pays a reduced amount, thus, reve
Revenues from AK 1000
nues from patient fees are likely to be overestimated.
sales also would appear to be overestimated, since the estimates do not account
for purchase costs. Another source of revenue for the center is a UNICEF grant,
and it is presently seeking a World Vision grant.
An accountant does all the bookkeeping for the center and he had all the finan
cial records. He was not available nor could Mme. Volcy describe her financial
We were unable to assess donor accountability and
record-keeping system.
financial management systems. There, apparently, is no program budgeting other
than what she does for grant proposals.
Mme. Volcy estimated her monthly operating expenses at $3,759 for the clinic.
In the AOPS file, she reports monthly salaries totaling $2,958 and other ex
Salaries for
Costs of pharmaceuticals were riot included.
penses of $2,400.
who, in
the
doctor
$650
for
Community Health Outreach included a salary of
Relative to other places, this is a
addition, is paid $200-$250 for gas.
fairly high rate. Six to eight of the 48 collaborators work every day at the
It was not
clinic and are supported on the UNICEF grant or on other funds.
clear what other incentives are paid to collaborators.

7.

AMOSSE at Cayes Jacmel

AMOSSE brings together three organizations who are engaged in community out
reach programs: Cayes Jacmel , Marigot and La Motagne. Each of these locations
runs its own program, but management and record-keeping are consolidated under
one system. The program is funded by AOPS, IFPP, Eye Care Haiti, and the MSPP.
AMOSSE appears to have good institutional capability to accurately budget its
program costs. Program costs are budgeted by broad category and by source of
funding. Recurrent costs for this program are close to $74,000 for a target
However, more detailed information for carrying out
population of 50,200.
financial analyses is not available.
Financial control and donor accountability are probably adequate. The bookkeep
ing system for the AOPS friends is a series of receipts and a bank book. Since
the AOPS funds are used primarily to pay ColVols, transactions are all in cash.
Collaborators sign receipts for these incentive payments. The AOPS controller
Peat Marwick audits the Eye Care
has conducted a site audit at least once.
funds each year.
Financial management is oriented to control the prograin expenditures so that
they do not exceed the program budget. This laudable objective has been basi
cally achieved, no doubt due to the close coordination between the program
director and program administration.
AMOSSE is considering a pig project as a replacement for the AOPS funds. Since
the AOPS funds have been basically for incentive payments, cash incentive pay
ments to colliborators, auxiliaries, and doctors would be replaced with pigs
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and technical assistance for pig production.
not appear to be popular with collaborators.

At the moment, this

idea does

If we can assume that the AOPS grantee institutions which the team visited are
representatives of the larger group of grantees, we find some common strengths
and problems.
Most programs seem to remain committed to the community outreach program once
they embark upon it and continue to find funds to operate it one way or another.
They are not terribly concerned about the issue of recurrent costs if they see
the program as a priority. Most grantees, however, have been unaware of the
cost implications of the program before they start it, and perhaps find themselves
with more fundraising work than they expected.
Along this line, most of the grantees seem to have some difficulties in planning
and budgeting for their program resource needs.
While the smaller programs
(those serving communities of 10,000) struggle along fairly adequately on an
ad hoc basis, those that are expanding and/or are already large, need to be
better able to forecast and manage their financial resources if their programs
are to be sustainable. It is particularly important to identify the marginal
costs of program expansion, so that programs can do better forecasting of
required financial resources.
It is also important to determine the average
cost of program operations that are related to programs of different sizes and
program size to capture economies of scale which would also indicate how long it
takes a program to develop efficient operations.
The timely flow of funds from AOPS to the grantees appears to be a problem for
most of the grantees. Clearly, the grantees need some guidance on the submission
of their requests, but AOPS also needs to develop some better procedures to
reduce the bottlenecks.
AOPS and AID together should examine and revise the
procedures so that funds can flow in a more timely fashion.

D.

WORKER INCENTIVES

The performance-based incentives which reward volunteer collaborators and
providers play a critical role in the success of the community outreach pro
grains.
Incentives are available to either individual workers or to groups of
workers and are either regularized and have the appearance of salaries, or are
sporadic.
The incentive system has been extensively examined by Jacqueline
Smucker, and the team concurs with her conclusions which are detailed below.
The Mirebalais program is committed to regular incentive payments for
the CHWs. It is thought that for people to work as unpaid volunteers
requires them to have otherwise adequate income. In the rural areas
of Haiti, where financial resources are extremely limited, it is ask
ing too much to request that people serve as unpaid volunteers. Fur
thermore, to attain quality work from unpaid volunteers would require
a greater investment in the paid staff needed to constantly motivate
the volunteers to continue their work.
CHWs at Pignon perform the same tasks as at Mirebalais, but the
compensation is different. At Pignon they receive no regular incen
tive payments but may receive occasional bonuses of $10.00 to $15.00
at a one- to three-month interval. Bonuses are based on performance
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as judged by the program director. Bonus payments may also be made
to doctors and nurses working in the program. In addition to bonuses,
CHWs have access to resources within program-sponsored community
projects. For example, CHWs have first access to the pigs and goats
distributed through community-based projects. CHWs also face a sys
tem of disincentives for poor performance. Good performance may re
sult in program funds being made available to the community for such
things as animals, wells, and road projects. The rationale for this
approach is that the CHW is not working for the program but for the
community. The community thus applies pressure on the CHW to assure
that community projects are implemented. In addition, it is a pro
gram requirement that the president of the community council or a
representative attend every meeting held with the CHW. This is done
In in
to ensure the community's awareness of the CHWs' efforts.
stances where CHWs are not performing adequately, community-wide
meetings are called; the worker's performance is discussed and the
As this type of action
community is asked to replace the worker.
serves to publicly shame the CHWs, they work to avoid this disgrace.
The'AOPS program at Jacmel (AMOSSE), is currently initiating another
incentive system in which the community health teams will be rewarded
In this system, doctors, nurses, and
on a results-oriented basis.
CHWs receive incentive payments based on a point system. Points are
established for accomplishments within each of four program phases.
Phase I involves the establishment of program infrastructure. Phases
II through IV focus on the achievement of certain demonstrated compe
tencies on the part of mothers, and levels of immunizations. Incen
tive payments are skewed in favor of doctors and nurses. Under this
plan, three doctors receive a total of $3,000; and 30 CHWs receive a
total of $4,500. Doctors receive $50.00ipoint, nurses $20/point, and
CHWs $5.00/point. Doctors and nurses are paid employees, while CHWs
receive no salaries. CHWs, however, are entitled to participate in a
pig distribution project.
The incentives at Mirebalais and in several other programs are, for
all practical purposes, not incentives but salaries. Fees-for-ser
vice arrangements have been used to advantage, but this arrangement
is more applicable to curative services. In primary health care pro
grams, incentives which are directly linked to an individual's per
formance seem to be the most appropriate.
The incentive approach at Pignon places a strong emphasis on negative
consequences for failure to perform. It does not inspire workers to
higher achievement beyond the standard norm. It is strongly authori
tarian and dependent on the cult of personality. It does not, there
fore, lend itself to be thought of as a replicable model.
The competency-based incentive system at Jacmel is just getting under
way. As noted above, this system is skewed in favor of professional
staff. It is unlikely that the skewing of incentive payments in this
direction will have a very positive effect on volunteer motivation.
Another approach that has been used as an incentive is based on a
In this approach, volunteer effort is rewarded
collective model.
While this
with the privilege of membership in a cooperative.
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approach may encourage one to step forward as a volunteer, it does
nothing to reward performance. There is no link between job perform
ance and benefits derived through the cooperative.
Additionally,
cooperatives are difficult to set up and maintain in Haiti.
The
concept of cooperatives is not well understood. To involve staff in
the management of a cooperative takes unnecessary time away from their
other responsibilities.
The recent political changes in Haiti have generated requests from ColVols for
salaries, as opposed to incentives bonuses, a not unreasonable expectation in a
difficult economic context. For the sales of program quality, however, salaries
could be counterproductive, not to mention their potential impact on recurrent
cost burdens. AOPS should assist grantees in developing incentive systems that
are performance based.
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VI.

TECHNICAL ISSUES

This chapter was to have been entitled "Technical Results and Concerns," in
order to respond to that rubric in the Scope of Work. However, we chose to
construe technical results as matters of coverage and impact, in the context of
Thus, this chapter deals only
project achievements discussed in Chapter III.
with the technical concerns or issues the team perceived during site visits.

A.

GROWTH MONITORING

Earlier, in the context of a proposed research topie, we referred to increasing
concern about the value--particularly the educational and motivational value-
In the AOPS
of the growth monitoring mechanism as it is currently employed.
and CMSCS programs, growth monitoring, together with immunization, constitutes
the backbone of the rally post and it is the sequence of the growth monitoring
procedure that is the organizing device for those rallies.
The major issues for growth monitoring were thrown into sharp relief during
contact with some of the more problematic AOPS projects, at the same time that
contact with the stronger projects suggested that, with thoughtful attention,
the intervention could be made much more effective than it currently seems to
be. One group of issues is simply mechanical and should be attended to with
relative ease. This includes the following:
1. Availability of growth cards. Many projects are out of growth cards or
about to be. An attempt was undertaken toward the end of this evaluation to
reorder these through the RHDS-I project but there appeared to be difficulties
with release of funds.
2. Lost cards. Clients who lose cards also affect the value of the intervention,
especially when there are problems in the p-oject's record-keeping system. If
the mother does not know the family dossier number, or has no identification
card, or there is no alphabetically cross-coded list of project families, there
is no other record of the enrolled child's health history; very few mothers
seem to be able to accurately reconstruct this. Dossiers can also get misfiled
or, in situations of high mobility like that of Cit6 Soleil, not get transferred
from one sector or center to another.
Counterproductive learning environment. As we will discuss below, rally
3.
posts are rarely tranquil experiences, but some are more chaotic and pressured
than others, primarily because the spatial order of things is not well thought
out. This can make it hard for a mother to grasp what is really going on and
for health workers to tell her. Still, the mechanical part of this issue, that
is, the structure of the rally post, is susceptible to modification.
What is harder to modify is the quality of the content of the growth monitoring
encounter, which is a primary site for maternal motivation and at least some
The growth monitoring exchange between mother and providers-
education.
weighers, scribes and record-keepers, and upper-level personnel who staff the
rally posts--is virtually unexploited for any productive or enduring purposes.
4. Underutilized educational opporLunities. There is some variability in the
way the growth monitoring sequence is organized among rally posts. For example,
sometimes there is a record-keeper who writes down the weight, called by whoever
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is managing the scales, both in the mother's dossier and on the Road-to-Health
Card; other times, the weight is called out to the mother, who is chen responsi
ble for reporting it to the record-keeper; who may be sitting some distance
away, often in a swarm of noise and bodies. The opportunity for error is obvi
ous, confusing the facts and eventually confounding the statistics. At some
point in the sequence, varying again from project to project, the growth slope
is supposed to be produced by joining the previous point on the chart with the
current one, to determine whether growth has actually occurred.
Very often,
this line is not drawn, so that the crucial messages and possible related in
terventions either do not occur or occur without the mother really understand
ing why. When some health worker or archiviste does draw the line, the mother
is at best a passive viewer.
Informal mother-testing at a couple of several
sites visited suggest that there is a very good chance that most mothers did
not really understand what the chart was all about and what it implied for
action.
As for action, the reality must be faced that Haitian mothers' options for
action are severely constrained by reality.
A query to a mother whose child
displays no weight gain or loss is most likely to produce the answer that the
child was sick or that there was no money for food. In the case of the former,
there may be some possibilities for medical intervention, for example, ORT for
a child who has been losing weight due to diarrhea. In the case of the latter,
the task is not easy. Mothers who explain weight loss as being a function of
limited economic means need more than a brief exchange on the beauty of the
three food groups. The implications of these realities for nutrition education
are discussed below.
Upgrading the quality of growth monitoring goes beyond simple tinkering.
It
will require some thoughtful operational research which not only addresses
issues of pedagogy and content, but looks at other supportive mechanisms such
as mother motivational groups. Such research should also explore questions of
why mothers come to rally posts and why growth monitoring has attraction for
them. Research with another PVO several years ago (Harrison and King, 1983)
suggests that Haitian mothers will continue to bring their children in for
weighing even when a pre-existing food incentive is withdrawn; this means that
growth monitoring has developed some meaning for mothers that is not well
understood. In that understanding may lie at least some of the response which
could either enhance the power of the intervention or at least make evaluators
and program staff less anxious.

B.

ORAL REHYDRATION THERAPY

Again, the issues are both mechanical and educational. However, in the case of
ORT, there are some real technical issues which have come to be of increasing
concern in other countries and which have prompted some rethinking about ORT at
WHO, AID, and PRITECH, among others.
1. Packet availability. Not all sites visited had packets on hand in their
central farility, nor did ColVols have them in their own homes for distribution.
In some places, ORT was available at a Poste de Vente, which was fine, but the
ColVols should have had packets for emergency distribution, promotion, and
education, in any event. In one site, ORS was available only in the facility
pharmacy, which was closed. We saw only one where packets were available for
distribution at rally post. In the worst case, the clinic pharmacy had no ORS,
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and Kaopectate was being prescribed hy the doctor; the same doctor also pre
scribed Kaopectate and ORS on the same prescription paper and both were to be
purchased. There was very little information readily available on the number
of packets distributed. The little information available suggests that packet
movement differs widely among projects, partly due to availability but also due
to the vigor with which a project promotes ORT. For instance, it was estimated
that, at La Vall~e, 65-75 packets were sold monthly in the AGAPCO dispensary,
compared to the 600 per month "pushed" by Pont Sond6; the pooulations served by
the two projects are 10,685, and 8,168, respectively, so that the difference
cannot be explained in any major way by differences in population size. Pig
non, which services a population of 29,293, moved 3,651 packets through 12
postes de ventes in the first quarter of 1986. There is no easy way, as the
AOPS reporting system is not constituted, to determine how each project distri
butes ORT, on what basis (some projects give away packets and, in some, packets
are sold, either by the Colvol or by the poste de vente), in what quantities,
and in what ratio to how many children in the most vulnerable age groups.
In
the Supervisor's Checklist drafted by Dr. Fanfan, there is a line item for
packets distributed. Another line item should be added which responds to the
indicator in the Child Survival Reporting System, which asks whether there are
packets on hand.
2. Commitment to ORT. Despite the major efforts that have been made by the
MSPP in ORT over the last few years, there appears to be a crisis of confidence
and commitment to the intervention.
This derives from a general doubt about
ORT as a technology, which responds in part to an old enthusiasm in Haiti for
intravenous rehydration and partly to mothers' disillusion with ORS because it
does not stop diarrhea and their preference for OTC preparations which stop
stooling. Some mothers dislike the taste of ORS because it is not sweet.
It
also derives from resistance to packet dependence, because packets have some
times not been available and because they cost money.
Active and powerful
individuals in the AOPS projects expressed concerns that ORT was badly oriented
in its emphasis on packets and voiced a preference for training mothers how to
make sugar-salt solutions or adding "a little
sugar and salt" to the rice water
they already use. The recipes that the team members heard prescribed by proj
ect field workers were extremely casual and there was little effort to teach
mothers how to mix precisely according to the approved sugar-salt solution
recipe carried on the Road-to-Health Card. AOPS has just sponsored a "miniICORT" meeting in Haiti, which was meant to remotivate upper-level health per
sonnel , address some of the newer scientific issues. and resolve technical
concerns.
Beyond that, it may be necessary for the MSPP and AOPS to articulate a policy
decision on ORT that is disseminated to all projects and is in accordance with
recently revised WHO strategy. AOPS is covering an increasing number of people
and, while it may not feel that it can impose policy on independent institu
tions, it a) already nas a lot of say and b) it can make it easier for some
policies to be implemented.
It can do a better job of getting a handle on
availability and use of packets, and it could consider performing or supporting
a logistical role to enhance packet availability. It could determine what in
digenous preparations could upgraded for efficacy, in conformity with WHO
guidelines. And, it could upgrade the teaching of ORT. AOPS had considered
the possibility of having a stockpile of ORS on hand as emergency coverage for
MSPP stockouts, but has at least temporarily abandoned the idea as constituting
a disincentive to the ministry.
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3.
Education about ORT. In a number of projects, ORT education seems to be
very "soft" in terms of content and very permissive, lacks clarity, and includes
little
if any hands-on training; one mother demonstration suggested that mixing
has not become a well-internalized manual skill.
In some sites, some mothers
did not know what a packet was.
This suggests that, first of all, ColVol
training in ORT needs to be much more vigorous and rigorous than it seems to
have been, and that a good, solid refresher training unit needs to be offered
for all AOPS field project staff, including doctors.
The principal role of
ColVols with regard to ORT is to make mothers competent in the use of ORT, to
motivate them to use it, and to ensure that ORS is available and accessible at
the village level.
ColVols should be trained to carry a few packets with them
when they go on home visits, so that they can both educate and respond to need
on the spot. Their refresher training should continue to be competency-based,
either be based on the manual prepared by Dr. Eustache, which was used for the
Mirebalais study, or based on whatever Cit6 Soleil is using as its approach.
The Eustache manual should be reviewed first, since results from the Mirebalais
training showed some areas of content weakness. The promotion of ORT has been
a constant element of CMSCS programs and these appear to have been effective.
Recent independent evaluations showed that 90 percent of mothers in Cit6 Soleil
knew about ORT and 77 percent said they had used it for their child's last
diarrheal episode, and a recent marketing study showed that 12 percent of all
packets sold nationally in 1986 were sold in Cit6 Soleil.
Enhancing ORT use should be a priority for AOPS.
There is ample evidence in
Haiti that, in a hospital setting, ORT can reduce the case-fatality rate due to
diarrhea; estimation of the impact of ORT use on infant and child mortality in
community-based programs is more difficult to accomplish. However, preliminary
research findings in Mirebalais suggest that knowledge of ORT is associated
with a fall in infant mortality and mortality in the one- to two-year-old
cohort, and indicates that redoubled efforts in ORT will be justified.

C.

BREASTFEEDING

The promotion of breastfeeding in the AOPS projects needs more attention and
should be handled systematically in an organized manner. There is now a good
basis on which to build such an intervention. Research in Cit6 Soleil uncov
ered dramatic attrition in levels of breastfeeding due to the various pressures
of urbanization.
A major study in Cit6 Soleil, described in Section IV.D.,
includes a carefully planned breastfeeding campaign, designed to follow a pre
test/intervention/post-test model. The diagnostic phase has been completed and
the intervention phase will comprise three types of activities:
seminars for
health care personnel, some of which have been conducted during the last six
months; a continuing education program involving regular meetings on breastfeed
ing has been implemented, and some special hospital-based practices have already
been instituted. These include the addition of an auxiliary nurse whose pri
mary responsibility is to form operational links between the maternity and out
reach clinics. Her role will be to make sure that women who have delivered in
Cit6 Soleil, regardless of place of delivery, come as early as possible to the
outreach clinic for registration. Special attention will then be given to edu
cating mothers in appropriate infant feeding practices. Several types of mass
and face-to-face communication will be used during these visits, to reinforce
the importance of breastfeeding. Since 1984, several modifications have been
implemented in the CMSCS hospital:
mothers are not allowed to bring bottles
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into the maternity wards and a nurse provides education services
both in the maternity and neonatology wards.

to mothers

At present, there is no explicit breastfeeding intervention in any AOPS proj
ect visited, although breastfeeding posters were found in almost every facility
and, in some projects, bottles were not much in evidence.
In Mirebalais, for
example, not one of the 150 mothers present at the rally post visited had
brought bottles with them.
At the same time, none of the ColVols interviewed placed sufficient, if any,
emphasis on breastfeeding and the topic is essentially neglected as part of the
project's educational content. Breastfeeding is so prevalent in rural Haiti
that an assumption is made that there is no need to really discuss it. While
this is true, there is surprising attrition in rural areas in other countries
where this had long been assumed to be the case and there are urbanizing areas
where the problem is growing. A case in point was the team's visit to the
Carrefour-Poy clinic, where 15 out of 52 mothers were bottle-feeding their
babies while they waited for attention. In discussing why mothers were bottle
feeding, the team was surprised to discover that they were being taught to do
so at the rally post, where an effort was being made to teach mothers "correct"
bottle-feeding practices in the belief that, since they were going to do it
anyway, they might as well do it right. Even assuming rural mothers need less
help in this regard, it still leaves out of the picture the crucial questions
of weaning, immediate lactation, and appropriate feeding during and after ill
ness, most importantly in the context of diarrheal disease.
D.

IMMUNIZATION

The immunization component of the AOPS and CMSCS programs has been the most
successful in terms of measurable impact. For all of the projects visited,
except La Vallhe where service was interrupted for about a year, the vaccina
tion coverage of the target population has increased; there are no signs yet
that the increase will abate, although increases cannot be expected to be so
dramatic as in the past when the baseline stood at zero.
While the growth
monitoring component structures the rally posts, it may be that immunization is
the principal activity in terms of client interest. Since we do not really
know why mothers come to rally posts at all, this distinction is just hypothet
ical. There has been no nationwide study of which the team was aware that has
been done on knowledge attitudes, and practices in Haiti with reference to
immunization, nor have any of the projects explored the reasons why mothers do
not bring their children for immunization. A proposal has been made to the
National Academy of Sciences for research which will look at the health status
of non-participants; the study will use immunization as a proxy both for parti
cipation and health status and could get at some of these unknowns. At Mireba
lais, where there may be a better sense of mothers' alarms, mothers of children
who have just been vaccinated are given two aspirins to administer to forestall
the side-effect that seems to most concern mothers, that is, fever.
Unless
the project has uncovered some reason why this should not be a general practice,
AOPS should consider recommending it to all projects.
As in many vaccination programs, one should expect a plateau effect to occur.
This will be largely accounted for by hard-core resisters.
A reasonable
hypothesis is that the bulk of that group will be composed of children under
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two months, whose mothers prefer not to subject them to the dangers of cold air
(s~rain), the tumult of the rally post, and the trauma of injection.
At the
same time, some very tiny babies were being brought in to Pignon and Mirebalais
rally posts, an encouraging sign of what attentive promotion can produce.

E.

FAMILY PLANNING

Except for Pignon, the impact and effectiveness of the AOPS family planning
component have been quite limited.
In Cit6 Soleil , a substantial amount of
research has been undertaken but family planning activities are not reported in
the CSCS quarterly or project status reports and are limited to the activities
of the Center for Family Education in the Haitian Arab Center. The Center will
be restructured, after first being evaluated. This evaluation did not look at
that program subcomponent for the CMSCS, with the exception of reporting on
research activities (see Section IV.D).
A general problem in Haiti is that,
frequently, a lot of women are recruited for family planning, but dropout and
discontinuance rates appear to be high. There is little understanding of the
reasons for this, a condition which the Cit6 Soleil project is attempting to
answer in the urban context.
Although most AOPS member institutions lack significant family planning pro
grains, those which do have active programs are impressively active.
Pignon
offers male and female sterilization services, and these have the highest adop
tion rates. Both Pignon and Mirebalais have systematic programs for DepoPro
vera, and Pignon has been providing Norplant to interested women.
Pignon has
produced a very well done, six-page folder in Creole on family planning, "L9pi
tal Byenfezans nan Piyon:
Live pou planin familyal," which could be adapted
for use in other programs.
Other projects are nowhere as far along, although some are getting ready to
move. AMOSSE found that family planning outreach activities were weak and
hired an anthropology student to explore the logic of how people in the area
understood family planning. A useful finding was that there was no knowledge
of ad hoc methods and a belief that pills and sterilization where the only
options. The project is now attempting to educate mothers who deliver in the
Jacmel hospital as soon as possible after their babies are born, to inform and
convey the concept that family planning is an individual decision.
In La
Vall~e, promoters are only just coming to learn about family planning and de
lightedly learned about DepoProvera while the evaluation team was visiting them.
At the other extreme is La Vall~e, where the only method discussed is natural
family planning, although a few ColVols independently promote other methods and
report substantial interest among women.
In general , however, the ColVols seem much more motivated to carry out interven
tions other than family planning. Perhaps because of the locus of the doctor
training, or perhaps because motivation to do family planning in Haiti not
generally well developed for a variety of reasons, there does not seem to have
been a systematic training focus on family planning. Family planning should be
a more explicit and thorough component of all levels of AOPS field team train
ing and an explicit, thorough family planning training module should be offered
to all interested institutions. AOPS may have as project members, institutions
whose belief system may include only natural family planning.
In this case,
AOPS should attempt to ascertain whether the training given is adequate, since
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AOPS has committed itself contractually to include family planning in the pack
age of interventions described for AOPS I and I.
In theory, ColVcls should be able to: 1) educate and inform women and men on
where to go, for what, why, and how much it costs (if it does); 2) refer cli
ents, perhaps using a coupon/incentive system, for Depoprovera, IUlJs, tubal liga
tion, and vasectomy; 3) distribute condoms and pills; and 4) follow up on
users. The team also suggests that, as part of their training in family plan
ning, ColVols be trained not only to recruit as many women as possible to fam
ily planning, but to select 30 of thew for follow-up in order to track continu
ance, discontinuance, and dropout.
The existing follow-up sheets could be
adapted to incorporate the necessary procedures and a simple protocol , based on
a treatment algorithn, could be devised for ColVols to gather the necessary
data. This approach might best be tried first in Pignon, where family planning
is already active, or in Mirebalais, and could be structured as operations
research.
A decision has been made by AOPS that all large projects should follow the
example of Pignon and have a promoter for family planning. This would permit
setting up a separate station for family planning at rally posts, as well as
more attention overall to the family planning component of the program.
A
recent MARCH report observed:
"The rally post has the major advantage of reaching a large number of
mothers. Since the community health team always brings with it contracep
tives, since these mothers know that the contraceptives are available and
yet few of them avail themselves of contraceptives, we have concluded that
addressing the problem of availability alone is only dealing with one-half
of the problem, the other half being effective demand.
In an attempt to
creace this demand, we feel that it will be necessary to employ one addi
tional member of the community health team whose sole responsibility will
be family planning. When a team member is asked to take responsibility
for family planning when he already has other responsibilities, he will
always put these othe' responsibilities first. In our case, this has been
true not only for the physician and the nurse, but also for other person
nel.
They all skirted the promotion of family planning, giving a variety
of excuses...."
At the same time, the addition of another station of any kind to the rally post
should be contemplated carefully. Mothers already spend a lot of time at rally
posts and it may be that the family planning post should be added only when a
project's rally posts are running smoothly.
It should be kept in mind that,
once rally posts are, in fact, running well and some kind of plateau is reached
of children who are already vaccinated, the motivation for mothers to come 'nay
be diluted and/or limited to ew children only. We still do not have a basis
for knowing what will keep mothers coining to rally posts, especially after
children have completed their series of vaccinations. Because of these ques
tions, we recommend that the inclusion of a family planning station be tried
first at ore program site to see how well the rally post can absorb another
activity and what happens to levels of adoption. This could constitute another
snall operations research activity.
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F.

FOOD SUPPLEMENTATION

The evaluation team saw two projects where feeding was going on in association
The first example was Carrefourwith outpatient visiting and a rally post.
Poy, where children in Gomez I and III and pregnant mothers are given supple
mentary meals and PL-480 food in a feeding area next to the clinic which also
The second was Duplessis,
serves as the site for a School Feeding Program.
where distribution of powdered milk was carried out as the terminal station
after the completion of all rally post components. It is not unusual for feed
ing activities to be chaotic and both examples displayed both a certain amount
of chaos and understandable desperation. After a long, hot morning, which was
probably prefaced with only the scantiest of breakfasts, one could hardly ex
pect anything else. At the same time, association of feeding and food distribu
tion with a rally post may overburden the structure of the event. While the
food reward is highly valued, the long hot waits are not, and any program has
to consider the tradeoffs.
In one AOPS project (FHASE), food is distributed on a prescription basis to
pregnant women and to children in Gomez II and I1,
which may be a sounder
approach but which also has costs. In Cit6 Soleil, the Nutrition Surveillance
program and the food distribution program have both been reorganized, since the
CMSCS directors felt that the existing system did not reward mothers for good
preventive health behavior. In fact, mothers with malnourished children, regard
less of the immunization status of those children, were referred to the food
distribution center and given food, while children with good nutrition and
complete vaccination coverage did not receive supplementation. This was seen
as a disincentive to immunization compliance.
As a result, in February 1986 a new approach was designed and tested. Good
distribution is now linked with an incentive system whereby mothers with com
plete vaccination status and a set of minimum number of nutritional surveil
lance visits recorded will be enrolled in the food distribution program, regard
less of the nutritional status of their children. The right to supplementary
feeding is cut off for children who have failed to gain weight over a three
month period, even if t ey are Gomez II and III children.
The ethical and
behavioral implications of these new criteria are weighty enough so that they
should be included in the operations research being contemplated at the CMSCS.
Because of the complexity of feeding programs in general, and because of the
enduring questions about the incentive effects of supplementary food, it would
be rash to attempt to explore the issue of feeding within the bounds of this
evaluation. Research into food supplementation tends to generate some rather
fragile research designs and AOPS should not attempt anything unduly elaborate.
However, it would certainly be worth understanding what is the best way to in
corporate supplementary feeding into the AOPS model and whether the approaches
being used now are appropriate, and some operatiois research by AOPS in this
area could be valuable. The projects where innovative approaches are being
tried should be checked to be sure that there is an adequate baseline against
which to project change; if not, one should be assured through the research
itself. It night be possible to do some comparative research in a well-run
project, e.g., FHASE, where another approach to food supplementation is being
tried.
There are also some important questions to be asked about the role of
food supplementation in attracting clients to preventive health activities.
For example, the SAWS (now ADRA) project found that mothers who received food
supplementation for their malnourished children continued to return for growth
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monitoring even after their children continued to return for growth monitoring
even after their children were graduated from feeding programs, despite the
SAWS suspicion that some mothers had deliberately withheld food from their
children so as to maintain them in the feeding program. These questions could
be linked to the operations research on the new CMSCS criteria for food distri
bution.
G.

THE RALLY POST

Every project runs a rally post slightly differently in terms of layout, se
quence, and flow, management of records, availability or non-availability of
medical services at the post, the panoply of interventions offered, deployment
of personnel, number of people attending, and frequency. We will describe the
rally post model used in the MARCH project at Mirebalais as the most complete
expression of this delivery approach.
The full community health team from MARCH, including physician, nurse, record
keeper, and CHWs, goes on outreach three times a week. They take with them the
drugs, equipment, and supplies necessary to conduct priority health activities
at the rally post. Since MARCH incorporates a community eye health program,
In
the team is accompanied by ophthalmic assistants who do eye screening.
addition, since with more than 100 mothers and children attending an average
rally post, all team members are quite busy, two or three CHWs from other sec
One
tors not being served that day come to the rally post to give a hand.
worker is generally assigned the task of crowd control.
At the rally post, work is divided among team members into substations:
Substation 1:
Substation 2:

Substation 3:
Substation 4:
Substation 5:
Substation 6:
Substation 7:

registration (mother checks in and picks up family dossier)
weighing and individual nutrition education, usually by a CHW,
recording of weight on
sometimes by an auxiliary, or both;
dossier and Road-to-Health Card
group demonstration education, usually by another CHW
immunization and deworming; in some projects, Vitamin A adminis
tered to children and lactating mothers
examination by the MD (includes prenatal care, family planning;
can include curative care)
eye exam
drug dispensing

Not all the patients go through all the substations. For instance, the physi
cian will see just sick children referred by the nurse, all pregnant women, and
adults who desire a consultation. Preventative activities--weighing, education,
immunization, prenatal examinations, and family planning--are provided free of
charge. Patients who want a special consultation with the MD pay a modest fee.
In the MARCH program, suspected malaria cases are treated gratis at the rally
post with chloroquine. Pregnant women in prenatal care also receive iron-folic
acid tables, and children receive Vitamin A and anti-parasitic medication free
of charge. Projects vary in the way they handle the provision of medical care.
Some (e.g., Duplessis, Carrefour-Poy, Mirebalais) provide medical care by the
Some (e.g., FHASE, Pignon)
attendant doctor at the time of the rally post.
refer rally post patients to their own facilities at the time of the rally
post. Some refer to MSPP facilities; for instance, FHASE refers all pregnant
women to MSPP clinics for prenatal care. Cit6 Soleil provides some medical
care at the time of the rally but also refers to its own facilities for higher
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levels of care. Some projects have a food supplement component and refer mal
It is
nourished children for special nutrition education and a food packet.
'
care
some
curative
provide
should
projects
all
that
AOPS institutional opinion
on
participating
policy
this
at rally posts but feel that they cannot impose
institutions; AOPS projects are not required to provide curative care at rally
posts, and it is worth noting that MSPP rally posts, when they were consistently
functioning, did not provide curative care and only referred clients for cura
tive care at MSPP facilities.
There are several distinguishing features of the population registration-cum
rally post strategy being used by AOPS that produce important effects:
1. The determination of an area of influence, which is then divided into
sectors (200 families=1,000 persons) for which one health worker is basically
responsible, makes possible:
a.
sector.

A sense of identification and responsibility of that worker for that

b. The ability to speak about "planneli coverage" as opposed to "theore
tical coverage;" the latter means that, in theory, individuals from an approxi
mate area should come to a certain fixed facility for services. Under such a
system, it is only possible to talk about "number of visits," which may or may
not coincide with the "number of children vaccinated." In a situation where a
real population is completely registered, however, it is possible to talk about
"real coverage" and "effective coverage," as well as "number of children vac
The
cinated: and "percent of some baseline number of children vaccinated."
population registration-cum-rally post strategy is, by definition, activist and
results-oriented; in contrast, the typical public health approach is passive
and linear, with any ability to talk about proportions of anything but a nation
al population severely circumscribed. In such a loosely-based, reactive system,
objectives for each intervention can only be grossly quantified.
c. The rally posts appear to be a simpler and more effective way to
facilitate primary health care delivery. While the AOPS rally posts are sub
stantially larger than the rally post optimum normed by the MSPP for management
by the Agent de Sant6--and, in the case of Duplessis, the rally post called for
the day of the evaluation visit was overwhelmingly and unmanageably large--they
still seem to be simpler and better organized, more purposeful and orderly in
their functioning. Furthermore, they provide a larger preventive care package.
d. The population registration model is more forceful in itq attempt at
demand creation. It is more probable that demand will be created under a sys
tem in which an activist sense of responsibility is generated and a set of
prioritized, quantified objectives has been established.
In order for these important advantages to be realized, several things have to
happen. First, it has to be possible to carry out full censuses in the average
In the case of both AOPS and Cit6 Soleil , this
rural community environment.
generally seems to be a job which gets done with relative ease, efficiency,
speed; there has been no evidence so far that any completed census has proven
to be wildly off base, and there are indications that they may have done a bet
ter job at capturing real numbers than prior censuses.
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Secondly, the activities subsequent to census must be provided at an acceptable
level of quality. This means, first of all, that the ongoing record-keeping
and follow-up activity must be accurate and attentive and that there must be
adequate incentives for all members of the outreach team, most importantly the
CHWs, to engage in that activity. It is precisely these crucial elements which
are the hardest and most costly to do and which are most dependent on the effec
tiveness of the cascade of training and reward. These issues are discussed in
detail in earlier sections.
Finally, the rally post itself must provide enough attractions to keep mothers
bringing themselves in for pre-natal attention and bringing their children for
preventive care. In the view of the evaluation team, the major limitations in
sone of the rally posts visited has been the way they are organized and, in al
most all of them, the quality of mother education.
The easiest of these is
organization of the rally post. This is a largely mechanical issue with which
AOPS should be providing some consistent technical assistance.
It is clear
from observation that the better-organized rally posts do a better job of
moving mothers and children through the round of attention more quickly and
offer an environment which is more propitious for health education. A poorly
organized, chaotic rally post is painfully slower and may imply a stay of four
to five hours for a mother just to get her child weighed and vaccinated; it
also offers in infinitesimal opportunity for educating mothers and mothers
sometimes leave in frustration and anger. AOPS should consider producing a few
simple, clearly-illustrated pages, perhaps as part of its bulletin, on possible
sequences for rally posts based on those in operation whose functioning is rea
sonably efficient; Mirebalais was the best example we saw of a large post that
,das well run in a relatively small space. These sheets should be sell anno
tated so that all the events that should occur at each substation are suffi
ciently detailed. The rationale for the sequencing should also be made clear,
together with the objectives for each substation. There should also be objec
tives for the rally post as a whole, e.g., no mother should leave a rally post
without knowing whether her child has gained or lost weight and no mother
should leave without knowing when she must return for the next vaccination.
These instruction sheets could also provide hints on simple actions which make
the rally post less trying and more productive, things as simple as having
enough benches, which most communities should be able to provide; shade; a cou
ple of buckets of clear, clean water; signs with symbols marking the content of
each station which communities, mothers' groups, and CHWs migNt make up, etc.
Projects could also be given some policy guidelines, such as tre optimum number
for a rally post and the optimum time to have a feedback/follow-up session
after each rally post.
For new projects or those having organizational prob
lems, AOPS could facilitate some site visits.
Consideration might also be
given to making one project in each region a demonstration site for others, as
well as for other PVOs and MSPP personnel.
H.

MOTHER EDUCATION

AOPS leadership is already aware of the limitations both of the growth monitor
ing encounter and of the traditional forms of mother education which have been
used in Haiti.
These have typically included the one-way lecture that has
typified primary health education in Latin America from its inception, and the
rote repetition of key phrases, in prose or song.
In Haiti, perhaps the most
persistent subject matter is the three basic food groups.
Haitian health
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educators have increasingly recognized the remoteness of such concepts from the
possibilities most Haitians have in their economically constrained lives, and
have tried to incorporate more practical attention to the realities of rice and
beans and the use of wild native greens to substitute for the leafy vegetables
Still, the glazed eyes of
so rarely available in the Haitian countryside.
Haitian mothers during lecture sessions do not lead to high hopes for the poten
tial benefits of nutrition education as it is now offered.
The FHASE project is presently profiting from the presence of one of four AOPS
monitrices who have been engaged to work with projects in mother education.
The monitrice observed at Fr~res gave a spirited rendition of the health educa
tion lecture, in which a lot of time was spent on the three food groups, with
lesser amounts of time on family planning and ORT. She asked for feedback from
mothers but only as response to her question, "Do you understand?," to which
The presentation may have been
the invariable answer was a chorus of "Oui!"
her attempt to respond to what she though a team of outside evaluators might
hope and expect to hear.
Actually, the more interesting portion of the monitrice's activity was the
marketing simulation she subsequently did at the community level, in which
mothers worked through the problems of how to buy a decent diet for their
children with limited economic resources, an activity which time did not permit
us to see. This is a promising innovation which AOPS is going to pursue fur
ther.
Whatever pedagogical method is adopted, there is a remaining question: however
you convey the information, how much of it do mothers retain? One of the great
limitations to determining this and, at the same time, assessing project effec
tiveness, is the chronic difficulty of assessing mothers' knowledge and, even
Immunizations can be tracked with coverage data and
harder, their behavior.
analysis of dropout rates, data accessible, if with some difficulty, in the
AOPS information system. However, ORT use rates, especially in the absence of
associated rates of diarrhea prevalence, incidence, and reported severe dehydra
One
tion, are impossible to gather in the absence of additional survey work.
of the AOPS coordinators has prepared a small test for mothers which he has
tried to use as an exit survey after mothers have completed their rally post
activity. However, the test as it stands is too long and only a very orderly
It may be
rally post operation will lend itself at all to such an approach.
that there is still an opportunity for this sort of thing, if the instrument is
focused on one very small group of questions and is time-limited to provide
For instance, all institutions
some horizontal and longitudinal comparison.
could be sent a small test for mothers of three questions of understanding of
the real meaning of the growth curve and asked to administer it in the forthcom
ing quarter to X number of mothers exiting a rally post over X period of time,
If ten mothers
being sure that they are not interviewing the same mothers.
were interviewed at each rally post per month (N=8, or 80 mothers), that might
be enough to just get a sense of whether mothers were getting the message; done
over a three-month period, the N would be 240, a quite respectable number. A
ColVol from an adjoining sector could be asked to help with the administration
of the test; a small stipend for each correctly filled-out form and each field
level tabulation by the project's archiviste might produce a higher-quality
product. The same approach might be tried with ORT knowledge and use, appro
priate feeding during diarrheal illness, and knowledge of family planning
The trick would be co ask a few simple questions that would capture
methods.
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major holes in information with some reliability. Mother educators could also
use the focus group as a dissemination and feedback methodology.
AOPS is also pilot-testing another mother education approach, which is really a
child health incentive program, described by August and Myers (1985) as a Club
In this program, mothers who had successfully learned and applied
des M~res."
five areas of child health (regular weighing of children, completing their
immunization schedules, being familiar with growth charts, knowing how to use
ORT, and knowing how and when to use the elements of family planning) would be
eligible to purchase a "club card." The card would entitle mothers to join a
rotating credit gorup, modeled on the traditional sol or cengle, a simple sav
ings and credit mechanism whereby a few people who share a high level of mutual
trust will pool a certain sum of money monthly; each month one person takes the
pot. The difference between the club and the traditional cengle is that the
club would add a matching loan fund, supplied by an as yet unnamed donor source.
The pitfalls and strategies of this approach are described by Lewis (1986), who
concludes that the approach night best work in conjunction with another innova
tion recently introduced by AOPS in the Mirebalais area, the "affinity group."
A monitrice recently hired for the Mirebalais project has included in her nu
trition messages to relatively high-risk mothers, the need for peer support
through an affinity group. Basically, the least competent mother is selected
(ostensibly at random) to select one other trusted friend; they then together
select a trusted third friend and the three of them select a fourth, and so on.
The size of the group depends on how long this unanimous selection can go on,
for as soon as one women vetoes a choice of that group, the choice is annulled.
These affinity groups should provide a useful base not only for the formation
of a cerigle, but for the sort of problem-solving, two-way communication
chronically lacking in nutrition education in Haiti.
1.

Mother Education and Community Participation

The concept of the affinity group should not just be seen as another gimmick
for making health education more effective. What the Mirebalais project is
attempting to do is to use the Gros Morne "groupman" as the model with, in this
case, a focus on maternal-child health. Gros Morne is the site of the Grepin
agricultural development project, set up in the mid-1970s to develop and apply
a new model of grass roots community development through the creation of small
peasant groups which would act as action groups to reinforce their own sense of
determination and pool their resources for income-generation activities. The
model now has over 600 such peasant groups i, Gros Morne and is being replicat
ed in other parts of Haiti.
The purpose of the Mirebalais version oF this approach is meant to lead to the
empowerment of the principal beneficiaries of its activities, mothers of chil
dren under five. This empowerment is to be effectuated at two levels: social
change brought about through the creation of viable mothers' action groups;
increased ca~ability by mothers to take control directly of those key interven
tions which could save the lives of their children.
In addition, the program
is instituting activities to meet the special needs of mothers at high risk of
losing a child.
These mothers will be taught child survival techniques and
will also be enrolled in economically supportive, income-generation projects.
Finally, special activities will be implemented with a view to strengthening the
service delivery infrastructure of participating villages.
Under this sub
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component, villages would receive sub-grants to be used for the realization of
some pressing community service need, as identified by the villagers them
selves.
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VII.

PROJECT PERFORMANCE AND PROSPECTS

The purpose of this chapter is to respond to the following questions, articu
lated by USAID/Haiti and which correspond to what AID/Washinqton requires as
the major output of any evaluation.
These questions, which follow from the
description and analysis of a project's outputs and achievements, are:
A. Are the AOPS and Cit6 Soleil projects compatible with the USAID/Haiti
Action Plan?
B. What impact have the projects had or, if it is too early to ask ques
tions about impact, what is the effectiveness of the projects? An associ
ated question, only implicit in the Cooperative Agreements, is: can cover
age, most importantly, effective coverage, be increased in substantial
measure through this project approach?
C. Is it feasible to institutionalize a primary health care outreach pro
grain, of the sort historically associated with the public sector, in the
private sector and, having done so, are the projects sustainable and/or
replicable? More specifically, is the AOPS model suitable for replication
in the Haitian public health sector?
This chapter should be considered, together with Chapter VIII which summarizes
the recommendations which have emerged throughout this evaluation, as a summary
of lessons learned about the AOPS and Cit6 Soleil projects.
We add here that it has been difficult to evaluate these projects in tandem,
although there were good institutional and substantive arguments for so doing.
They share many common features, their personnel overlap, and many of their
technical and research concerns are mutually applicable. Because of limita
tions of time, the evaluation team was forced to divide up labor and emphasis
between the CMSCS .2nd AOPS projects. The result was that the evaluation dealt
more globally with AOS within the parameters of the question: will this work
in the public sector? The emphasis in Cit6 Soleil was more on issues of finar
cial management and planning, since it is the financing of that project that is
of most concern to its leadership and to the USAID. The evaluation also looked
at the management needs of the CMSCS, because its rapid expansion and extension
raise the same preoccupation that attends any speedily growing institution: can
the management structure support and absorb growth and, if not, what needs to
be done for that to happen? Finally, the evaluation looked at the universe of
research that is in place or being contemplated both for AOPS and the CMSCS to,
first of all, inventory it and assemble it for scrutiny as a body of work ard,
secondly, identify areas where more work needs to be done.
We have referred many times in this document to "the AOPS model ." The question
asked repeatedly throughout this evaluation was: is there, in fact, something
that can be called "the AOPS model?"
The underlying question here is:
is
there something that one can copy or use to restructure the public sector's
approach to health delivery? While this is primarily a matter for the discus
sion of replicability, we chose to discharge the primary question here so that
we can feel comfortable writing the rest of this chapter.
The evaluation team has concluded that there is, indeed, something that can be
called "the AOPS model." In the various project documents, AOPS describes the
basic components of its approach as comprising:
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1.

Full population registration.

2.

A limited number of priority interventions, and

3.

Rally posts, organized around the growth monitoring intervention.

Implicit in the first component but not spelled out in the project documents,
is a concept that has increasingly become a distinguishing feature of the AOPS
approach, that is,
4.

Follow-up of highest-risk groups.

And, as the project has evolved, there is a growing feeling that there are two
other distinguishing features that could become standard project components,
which are:
5.

Performance-based or results-oriented incentives for outreach workers, and

6.

Active involvement of the community of mothers.

We argue that the first four of these components are irreducible and synergis
tic, that is, that the elimination or weakening of any single component would
not only reduce the mechanical sum of its parts, but would dilute the dynamism
that gives the model its potential for impact and which distinguish it from the
largely passive, facility-based primary health care approach. Components 5 and
6 have more to do with sustainability and replicability but may be seen as the
features which distinguish the AOPS model from high investment and/or high
recurrent cost versions of this outreach approach, of which Petit Goave and the
Schweitzer Hospital programs are the primary examples.
These components are
associated with and respond to the question in the Cooperative Agreement which
asks: have private institutions developed viable ways of meeting the opera
tional costs associated with the provision of outreach services?
A.

COMPATIBILITY WITH THE USAID/FiAITI ACTION PLAN

Chapter III describes how the AOPS and Cit6 Soleil projects relate to and
address objectives of the USAID/Haiti Action Plan. The chapter concludes that
both the AOPS and Cit6 Soleil projects are fully consistent with the AID Health
Sector goals. Furthermore, both projects emphasize the six PHC interventions
which constitute shared priorities for the MSPP and the USAID, as well as the
Agency's commitment to Child Survival.
Because of their heavy emphasis on
operations research, both projects will be in the position to feed back find
ings that will be jermane to Element I of the Mission's Health Strategy, improv
ing public sector management of resources, as well as feeding back technical
findings which can enhance the substantive quality of MSPP services. One exam
ple of this is the finding that nine months is the appropriate age for adminis
tration of measles vaccine in the Haitian context, which has been converted
into an MSPP norm; this permits more precise targeting of this intervention and
assures that the vaccine, when administered, will be optimally efficacious.
Another finding, which impl ies economies for the MSPP, is that a shorter, well
prioritized training program for TBAs is equally as effective as the longer,
standard, MSPP course, and more effective in referral of high-risk mothers for
prenatal care and hospital delivery. The PRICOR/AOPS CHW task allocation studies
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now going on should provide additional, similar guidelines for training and
support economies for that category of health worker in the MSPP.
One of the roles the USAID can play in the health sector in Haiti is as a cata
lyst between the public and private sectors, acting as messenger and motivator.
This will enhance the possibilities that the useful experiences of the private
sector, specifically in the A3PS and CMSCS projects, are transmitted to the
public sector and their incorporation into public sector policy and practice
facilitated as appropriate.
It should be noted that the AOPS model derives
heavily from the MSPP-supported Petit Goave project, so that what is happening
is not a one-way imposition or intrusion but an iterative exploration into the
best way to deliver health services in Haiti.
These achievements also pertain to Element 2 of the Mission Health Strategy,
improvement of technological packages for delivery of primary health care ser
vices. The 1987 target for this element is "cost-effective technical packages
of community-based services and support which can effectively reach 50 percent
of the child population and which can be extended to the rest of the population
as resources permit. Both the AOPS and Cit6 Soleil projects are, in several
important ways, large operations research endeavors which test such packages for
delivery to entire target populations in circumscribed areas.
These include:
improving the technical skills of PHC providers; development of community ser
vice nethodologies; and use of such innovative techniques as population-based
approaches, the rally post, and community-level data-gathering and analysis.
The CMSCS health service technicians are committed, as part of the Complex's
five-year plan, to focus their efforts on targeted interventions in health
service delivery and on health problems which present the highest risk to
children under five and the most vulnerable groups of women of reproductive
age.
Among these are the improvement of community outreach; promotion of
breastfeeding; and increased operations research activities related to the key
PHC interventions.
With regard to Action Plan Element 3, which purports to develop and strengthen
self-financing mechanisms for meeting recurrent cost requirements, the Cit6
Soleil project is a number of cost-related endeavors. The CMSCS has committed
itself to significantly increase its own self-financing capacity. Included in
this effort are the establishment of different kinds of user fees and prepay
ment schemes, as well as sales of CMSCS products and fund-raising.
It has
also committed to carrying out short term, targeted operational research proj
ects to design and test more cost-effective alternatives for PHC problems.
Several activities at the CMSCS are, in fact, already generating revenues for
the Complex--patient fees, product sales, and school fees--and technical
assistance has been engaged to revive the project's attempts at fund-raising.
In its most recent status report, the CMSCS stated as one of its objectives for
this fiscal year, operations research activities which will address cost-effec
tive alternatives for improving health services delivery. AOPS attention to
financing issues is focused more narrowly on issues of incentives for CHWs and
-hat package(s) of monetary and non-monetary incentives can be produced to
, ard those key figures in community health outreach.
As for Element 4 of the Action Plan, improving private sector support for pri
mary health care, the AOPS and Cit6 Soleil projects are the leaders and inte
grating force of that effort.
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B.

COVERAGE, EFFECTIVENESS, AND IMPACT

There are three large dimensions to evaluation of the performance and prospects
for tne AOPS and Cit6 Soleil projects.
The first is coverage, that is, the
size of the population theoretically reached by services. The second is effec
tiveness, the degree to which a project can efficiently implement the services
to the population it claims to cover. The term may also be applied to behavi
oral changes produced in the client population which could positively affect
the health status of that population. An alternative term here is "effective
coverage." The third dimension is impact, or the changes in health status of
the covered uopulation.
1.

Coverage
a.

Overall coverage

The USAID goal is "to assist PVO institutions to extend PHC services to an
additional 500,000 people and target resources more explicitly on child sur
vival." The benchmark is for a total of 10 PVOs to begin implementing child
survival program impacting a population of 250,000.
As of 30 April 19896,
there were 25 active AOPS I/II projects* already covering 352,264 persons,
without couting the expansions under consideration for Las Cohobas, Thomazeau,
Duplessis (all to 25,000), and Fermathe (to 50,000). This is already beyond
the AID benchmark and the addition of the expansions will take AOPS to its
total target of 500,000. Cit6 Soleil has totally registered its 100,000 tar
get population and is appropriately seeking an amendment to cover the real popu
lation for which it has assumed responsibility; compensating for undercount and
the addition of new squatter areas, this figure will probably rise to a total
coverage of 150,000.
Uncensused areas or those which need re-censusing
because of population turnover and/or net immigration will be censused begin
ning in September. The CMSCS has asked AID for funds for 50 more community
collaborators (ColVol) to cover the increase. It is worth noting that when, to
the 1 million population to be covered by AOPS I/II/III and Cit6 Soleil are
added the 1 million population covered by ICC and CARE (the two largest US
PVOs) and the population covered by smaller US and indigenous PVOs (see Table
7), there will be a population of approximately 2.5 million covered by the
privite sector with extensive outreach service networks.
About one-half of
this number are covered by programs predicated on full population registration.
It is important, nevertheless, to be circumspect: child survival activities
cover only a subset of the entire population, that is, the approximately 40
percent that are children under five and women 15-45.
At the same time, the
MSPP's coverage of the Haitian population, because of the many constraints
internal and external to the public health sector, is basically passive and
opportunistic; large portions of its putative target population are simply not
being reached at dMl and it, too, is dominated by the maternal-child components
of the national population requiring health care.
Neither the public sector
nor the private sector dedicated to child survival are providing full health
care to an entire population of all ages and both sexes.

*

This number drops to 24 if Montrouis, which has adopted the "barefoot
doctor" model, is excluded. However, since its coverage of 1 5,000 was
generated through the AOPS project, we include it here.
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Furthermore, 100 percent of these maternal-child populations are not present at
every single rally post.
Analysis at Belle Anse indicates that, even in a
strong project, the average percentage of children 0-35 months who present in
a given rally post cycle ranges from a low of 46 to a high of 66 percent.
a.

Immunization coverage

All AOPS projects do not have their monitoring and evaluation systems fully
functional and only a few projects are up to date with the information needed
Nor do all projects yet share common
to assess coverage by intervention.
reporting categories, so that comparison and global statements about coverage
Since no precise targets
are not possible, even with major detective work.
were articulated (quite correctly, in our view, for an experimental project),
progress against coverage objectives cannot be stated. Baselines (percent of
coverage already achieved or in place at project startup) vary from project to
project, but it is safe to say that existing coverage for any intervention was
quite low. The highest baseline coverage was for BCG immunization (43 percent)
at Pignon, where as active private sector hospital was already providing that
service; all other baselines for all interventions were well below that.
-

Immunization

The reader is referred to Table 3 for a summary of available vaccination cover
age data from selected AOPSI/II projects. In all cases where longitudinal data
are available, it is clear that there have been dramatic increases in coverage
and praiseworthy absolute levels.
In Cit6 Soleil , for example, immunization
coverage for three doses of DPT and polio rose from 37 and 27 percent in 1983,
to 56 and 50 percent, respectively, in 1985.
Measles immunization was intro
duced in 1983 and stood at 54 percent in 1985. BCG immunization stood at 90
percent.
There are fewer data on rates of tetanus toxoid immunization rates for pregnant
women. In the few projects for which data were available, rates were 50, 25,
43 and 47 percent of the pregnant women identified in each project site; in the
last site, there had been no tetanus toxoid immunizations administered whatso
ever in the preceding year, although the MSPP target for this intervention is
30 percent.
The CMSCS Master Plan has targeting for 85 percent.
In Cit6
Soleil , where 50 percent of pregnant women had received complete immunization
against tetanus, 1985 coverage was 65 percent.
A new prenatal care approach
instituted at the CMSCS has produced an increase in the average number of pre
natal visits from four to five; the WHO recommends a minimum of three visits.
It should be remembered that, because of the nature of the immunization inter
vention, to talk about coverage in a well-run program with a functioning cold
chain is also to talk about effectiveness and impact.
2.

Effectiveness
a.

Family planning

Effectiveness in the area of family planning is defined here in terms of contra
ceptive prevalence. The MSPP national target for this intervention is 25 per
cent. This is somewhat inaccurate since, in the case of vasectomy and tubal
ligation, both methods that terminate further fertility options for a given
couple, it is appropriate to speak of impact. With this caveat, we will speak
of family planning in terms of effectiveness; coverage is, as indicated earlier,
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assumed at an approximate percentage.
We do not consider "number of family
planning talks given" as a worthy indicator of anything, given the characteristic
inadequacies of that mechanism. We feel similarly about lectures on nutrition.
Data on contraceptive2 prevalence are quite scant, primarily due to the incipi
ent nature of this intervention in most projects.
The most vigorous project,
Pignon, has reported a contraceptive prevalence rate of 31 percent, almost
three times that of Mirebalais, the next runner-up with 11 percent, followed by
Marigot with 9 and Cayes-Jacmel with 8 percent, respectively.
As of March
1986, Pignon had 658 family planning acceptors of which 71 were on the pill, 90
had received Norplant, eight had IUDs, 34 were using Depoprovera, 60 had been
given condoms, 154 had had tubal ligations, and 241 had had vasectomies. All
of these rates surpass the national 1983 figure of 7.11 percent of women ever
in-union using family planning methods. AOPS must deal here with the reluc
tance in individual projects to address the family planning issue and can only
use persuasion to attain more vigorous effort in this area, despite the fact
that family planning has been mandated as part of the Nouvelle Orientation and
is integral to the Cooperative Agreements.
b.

Oral Rehydration Therapy

Effectiveness is here defined in terms of knowledge.
Since there are no
reliable data available on levels of CHW knowledge, we will talk here about
mothers' knowledge.
The data available for this intervention are, with the exception of Mirebalais
and Cit6 Soleil , simply non-existent, at least in any reasonably accessible way
that inspires any confidence. An example of the fragility of most of the few
data that are available is a report from La Valle that indicates that, of 50
mothers trained, 86 percent "knew" ORT, compared to the 58 percent who "knew"
nutrition and the 70 percenc who "knew" family planning; there is no information
on how this was ascertained and what the implications were for behavior.
The Mirebalais project, however, reports that knowledge of ORT jumped from zero
when ORT was introduced in late 1983, to 87.7 percent as of March 1986; use for
the last diarrheal episode rose from zero to 40 percent of mothers whose chil
dren had a recent bout of diarrhea. This report is based on survey data and
must be considered the most reliable information to date in the AOPS project on
the subject of ORT. There are no other data available on the effectiveness,
not to mention the impact of this intervention, which was discussed in Chapter
VI.
In Cit6 Soleil , where the promotion of ORT has been a constant program element,
recent independent evaluations have shown that "90 percent of mothers in Cit6
Soleil knew about ORT and 77 percent had used it for the last episode of diarrhea
of their children. A marketing study showed that 12 percent of all packets of
ORS sold in Haiti are sold in Cit6 Soleil.
3.

Impact
a.

Nutrition

Evaluation of nutritional impact is, as numerous analysts have observed, a very
dicey business. With the exception of Belle Anse and, in less measure, Mireba
lais, there has been no longitudinal analysis of nutritional status data coi
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lected through census and rally post growth monitoring activities.
This is
partly due to the fact that recensus activities are only recently complete for
some projects, to the lack of focus on the topic, to missing data in the re
cords systems of some projects, and to the fact that the required analysis is
rather more cr-olicated than simply counting in short time frames when rates of
change are not dramatic. Because the change identified between the first and
seventh cycles at 6elle Anse was small (see Table 5), the project managers
decided that it would be necessary to analyze each child's growth as measured
against the expected rate of weight gain for a child of similar weight-for
age on the Harvard standard; in other words, age was disregarded and only speed
of weight gain measured. This analysis revealed, first of all, that the most
severely malnourished children displayed increased growth velocity compared to
normal children. The data from the end of the 13th Belle Anse cycle suggest
that those dat, become less sensitive with time as more change has a chance to
occur. The change in Gomez categories between the Ist and 13th cycles is evi
dent without additional manipulation: while there is a slight falloff in the
Normal category, there is clear improvement in the numbers of children in Gomez
I and II. The percentage of children in Gomez III dropped from 7.5 to 4.0
between the Ist and 13th cycles, not unlike the change from seven percent to
three percent in Mirebalais between 1983 and early 1986.
The percentage of
children in the Belle Anse project who showed weight gain improved from 59
percent at the seventh rally cycle to 77 percent at the 13th cycle, and the
percentage showing weight loss dropped from 21 to 15 percent.
In the absence of improvement (and probable deterioration) in the socioeconomic
status of this population, the gain may well be attributable to the effect of
the AOPS 1/II project.
Children with regular attendance at rallies (75 percent
of this particular number) showed better growth than those with less frequent
attendance.
b.

Morbidity and Mortality

A recent report from Mirebalais associates increases in immunization coverage
and contraceptive prevalence, and the decrease in the prevalence of severe
malnutrition, with a decline in infant mortality from 125/1000 live births in
1983 to 94/1000 in 1984. The report ascribes much of this decline to a signifi
cant reduction in neonatal tetanus due to vaccination of women at risk of preg
nancy and to increased utilization of ORT (see Figure 1 for a graphic presenta
tion of the association between knowledge of ORT and child mortality).
It is
the view of the evaluation team that, beyond statements about immunization
coverage, that further attributions of causality at this pnint are highly tenu
ous. This is perhaps less the case in the area of the nutrition status analy
sis carried out at Belle Anse, where an attempt is made to analyze the interven
ing variable of rally post attendance, and there appears to be some causal link
that goes beyond simple correlation. The data from Mirebalais are presently at
the level of correlation only; no causal inferences should be drawn until there
are more data on ORT utilization, incidence of diarrhea and severe dehydration,
and diarrhea-related mortality and morbidity.
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C.

INSTITUTIONALIZATION, SUSTAINABILITY, AND REPLICABILITY

1.

Institutionalization and Sustainability

Both Cit6 Soleil and AOPS are restructuring the way health care is done in
Haiti. Their size and, in the case of AOPS, its nationwide distribution have
The
moved them past the point where they can be considered pilot projects,
prob
the
major
way
in
a
systematic
AOPS project offers a place to understand
lems in health care in Haiti in a sort of national laboratory. The flexibility
of the AID funding mechanism project phasing, and the absence of rigid output
parameters has fostered experimentation and permitted incorporation of lessons
learned into successive funding.
Not only did these projects pennit the experimental feedback into the public
sector that was discussed earlier in this chapter, but they have produced
structural changes in the AOPS grantee institutions. Traditionally facility
based and curative in orientation, the project participants have altered their
perceptions toward preventive care and changed their patterns of service deliv
ery. For both the public and private sectors, an important lesson is being
conveyed: that of provider accountability. The population-based approach, in
effect, commits the provider to offering proactive services to an entire,
explicitly-stated community of clients, not just those who present themselves
at a fixed facility. Coverage is projected against a real baseline and achieve
ment of a stated target becomes an ever-present guideline. The growing ten
dency to reward outreach workers on the basis of results or performance in
creases consciousness about provider accountability.
a.

AOPS

A recent report from the Mirebalais Community Health Program to CanSave discuss
es the strengths and limitations of the AOPS model in a useful way that leads
the present analysis to questions of sustainability and replication. Conclud
ing that selertive child survival interventions in the Mirebalais are has re
sulted in increased effective coverage of preventative services and noting an
associated decline in infant mortality, the report notes:
"Paradoxically, this experience has brought to the fore the limitations of
a purely technical approach to a child survival strategy. The advantages
of a selective, limited approach to child survival are manyfold and include
the following:
"The approach can be successfully implemented by a community health team
with an average degree of commitment to their work and to the betterment
of the community. This is a lowest common denoninator strategy which nay
still result in the saving of children's lives.
"The approach is particularly suited to institutions with limited means.
"The approach is technologically feasible.
"The approach does not strain the capabil ities of community health workers."
The report notes, however, that there are limitations:
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"It may by-pass, or be inefficacious, for households in dire poverty,
those households we have described as living in 'life-threatening' poverty.
"It is a top-down approach which, of itself, only requires a passive level
of community participation.
The health team implementing the approach
might see no need to make true community participation a reality. Commun
ity participation in this instance, means 'increasing people's control
over the social, economic, and environmental factors determining their
heal th. '
"It does not address the underlying determinants of ill health."
A possible response to this analysis is that all outreach services have to do
is to be sure that mothers and babies get immunized, that babies get weigh-d,
that ORS packets and contraceptives are available, and that some minimal curd
tive and referral activities occur; if this is all, then community participa
tion is noble but not necessary. That is probably true enough in a situation
where demand is already created and a clientele is already motivated to seek
those services. In a situation where that demand does not exist, where it is
young or tentative, and/or there are no adequately persuasive incentives sup
porting it, then it is the AOPS and CMSCS perspective that they not only have
to put into place an outreach infrastructure but they must generate a community
of knowledge whic~i will, in its turn, generate demand that will endure even if
the money stops. This perspective is the foundation of the design of AOPS III.
There has not yet been time to really test the durability of the individual
AOPS projects.
However, the of 30 projects which experienced at least some
startup activity, ten projects have already or soon will expand their popula
tion coverage. Only four have never really entered the fold (Cookson Hills,
Taifer, Deluge, and Milot); two are tentatively outside the fold (Chamibellan
and, partially, Bonne Fin); one is outside the fold but ,,pparently doing well
with a somewhat different model (Montrouis); and one is inactive but retriev
able. The remaining 23 are active, not all without problems, but active. Over
half of these appear to be running solidly, with their major limitations resid
ing in the monitoring and evaluation system, in the process of being addressed,
and in the health education components, primarily in family planning, ORT, and
nutrition. Both of these derive from deficiencies in the training cascade from
doctors to CHWs.
Other issues for sustainability are essentially issues of staffing.
A much
discussed phenomenon is that of doctor turnover. The rate is not low.
The
gross turnover, that is. loss to individual projects, is not low:
of the 45
doctors trained in the Community Health Program at Cit6 Soleil, half are no
longer working for the institutions which sent them for training.
When this
figure is adjusted to account for transfers within the AOPS group, it falls to
24 percent, that is, one-quarter of all doctors trained have not worked out or
have gone elsewhere. This is disconcerting for the project and represents a
loss of training investment.
Other staffing issues hdve to do with conflicting demands between curative and
outreach preventive activities, which seem to have been largely resolved, or at
least do not appear to threaten the well-being of the preventive program. Simi
larly, the periodic problems with logistic support from the MSPP which have
derived from the confusion generated by decentralization, from civil strife,
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and from funding constraints, do not seem to impair the ability of most of the
projects to keep going and coping skills seem to be quite highly developed.
This is also the case for financial support.
Aside from the startup funds
provided through AOPS, and the commodities supplied by the MSPP, each project
is responsible for covering the costs of its programs. Since the health center
team has to be paid anyway, the additional costs (primarily the archiviste and
incentives for the community and/or the CHWs) are relatively limited. Many of
the PVOs are operating a variety of programs--schools, development projects,
churches, etc.--in addition to their PHC programs so that providing funds for
health activities is just part of a constant struggle to raise the necessary
money. PHC activities are provided free of charge, but most poograms charge a
small fee for curative services at their clinic. The institutional and program
capacity to deal with financial issues varies greatly among the AOPS grantees,
due to the size and stage of implementation of the programs, and, more criti
cally, by the size, structure, experience, and stability of the grantee institu
tion. Most programs seem to remain committed to the community outreach program
once they embark coupon it and continue to find funds to operate it one way or
another. They are not terribly concerned abuut the issue of recurrent costs if
they see the program as a priority.
Most grantees, however, were unaware of
the cost implications of the program before they started it and perhaps have
found themselves with more fundraising work than they expected.
At the same
time, in retrospect it is quite astonishing that co much has been accomplished
with such limited resources: $160,000 per year under the two years of AOPS I,
all done with one project field coordinator, one project jeep, and the proj
ect's founders.
It is probably not a good idea to be too cavalier about the issue of recurrent
costs, nevertheless.
The recent political changes in Haiti have generated
requests from ColVols for salaries, as opposed to incentive bonuses in cash or
kind, a not unreasonable expectation in a difficult economic environment. For
the sake of program quality, however, salaries could be counterproductive, not
to mention their potential impact on recurrent cost burdens.
The solution to
this threat to sustainability is likely to be found in the development of in
centive systems that are performance- or results-based, and in prioritizing and
refining the CHW's role content.
It is too soon to be able to project the institutional break-even point at
which sustainability is assured. For instance, how much of recurrent costs can
drop out of the AOPS model as it ages and its target populations are swept for
initial coverage, i.e., all children who should be vaccinated and are not, have
been completely vaccinated, so that only the newborn cohorts and new mothers
need coverage? An associated question is: how long is it necessary to have a
doctor managing the project and how long is it necessary for a project to be
vehicle-dependent? The majority opinion on the evaluation team was that a doc
tor may, in fact, be necessary for project startup and institutionalization.
This is based on the finding that all projects which have had problems with
doctor turnover have had problems attaining adequate functioning; the best
functioning projects are characterized by a combination of strong medical
leadership and active community support. The next best option is the project
situation in which the community is active even though the doctor is weak and
uncommitted (see Figure 4).
(The vehicle decision is project-specific; some
projects are, primarily for geographic reasons, more needy than others and this
decision should be determined on a case-by-case basis).
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As yet, there are no answers to these questions within the AOPS group of proj
ects.
The best guidance may be the experience of the Schweitzer Hospital at
Deschappelles, which gave birth to the rally post concept. Schweitzer moved
After ten years of
away ten years ago from the vehicle-supported approach.
intensive rally post motivation, they now can cover vaccination for 50 percent
of the population without vehicles. This would mean that it is possible to
inculcate enough knowledge and motivation in enough mothers to generate a crit
ical mass of demand so that vehicles and doctors can be phased out in a ten
year period.
It is not altogether impossible that the AOPS projects, perhaps paradoxically
the larger ones, could speed up this process, since they have already profited
by the le.arning curves traced by Schweitzer and the Petit Goave project. This
evaluation recommends that AOPS intensify the cross-fertilization process among
its projects and that interaction could also serve to accelerate the rapidity
with which individual projects become self-sustaining.
The AOPS philosophy is that sustainability is more likely when the locus of
control is the mother, who is motivated and taught to take charge of her
child's health. The Mirebalais project has, consequently, initiated a program
of empowenent of mothers, to be effectuated at two levels:
social change
through the creation of viable mothers' action groups; and increased capability
by mothers to take direct responsibility for those key interventions which
could save the lives of their children, with special attention to the needs of
mothers at high risk of losing a child. Not only is this expected to serve to
c'eate a critical mass of knowledge and demand, but it should contribute to
sustainability by reducing project costs: the initial methodology, local-level
research and problem-solving groups, followed by testing of both knowledge and
behavior, has been found to be substantially lower in cost than other large
scale promotion techniques and, as the critical mass grows, promotion costs
should decrease even further.
The approach should take as a control variable
at baseline, the attendance figures from rally posts, as well as immunization
rates as proxies for impact, so that subsequent evaluations can assess the
value of this approach for project sustainability.
b.

Cit6 Soleil

Similarly, there are no indications that Cit6 Soleil is not sustainable. How
ever, CMSCS activities over the last ten years have expanded in number, complex
ity, and comprehensive focus.
As a result of this expansion, the Complex is
outgrowing its present management and control mechanisms.
It will have to
adopt or replace these mechanisms with a system that addresses its needs as a
more complex organization. The CMSCS has broadened its revenue base over the
last two years through a combination of patient fees, increased last year;
product sales, including a more profitable restructuring of pharmaceutical
prices; and school fees.
Training fees and interest on small business loans
represent other future sources of income. CMSCS has recognized the need to
develop more aggressive fundraising efforts if it is to sustain its expanded
network of activities, and is taking steps to do so. Given these adaptions and
staff additions, there is no reason to think that the CMSCS as an institution
will not survive and grow.
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D.

REPLICABILITY

There are two major issues of replicability: the appropriate size of new
projects and the degree to which the AOPS model is replicable in the public
sector.
1.

Project Size

There was some difference of opinion on the evaluation team as to whether AOPS
should continue to finance projects of 10,000 population. A preliminary assump
tion was that project failure, or at least relative unsuccess, was more likely
to have occurred in the smaller projects. However, more careful scrutiny does
not support this view. First of all, while the larger projects (Belle Anse,
Pignon, Mirebalais) have all been assessed as "exemplary," the fourth project
so assessed is Cayes-Jacmel , a 10,000 project.
Belle Anse does not want to
become larger. Pignon has two functional nuclei and is only in some ways con
it gets
sidered a single, unitary project. Mirebalais is a special case:
special central-level attention, is near Port-au-Prince, and is well supported
by other donors.
Of the group of five projects given a ranking of 4, that i,, "good performance
with :ninimal functional problems," only Fr~res and Fermathe are larger projects.
The others, Thimassique, Fonds des N~gres, and La Montagne are all small. The
projects evaluated at 3 ("currently in operation but with moderate problems")
are all small.
All 12 projects are viewed as functioning adequately, with
technical assistance needed primarily for those in the last group.
In summary, there is no powerful reason for claiming, on the basis of the ex
perience of these 12 projects, that projects of 10,000 population are not worth
it. It nay, however, be said that projects which are already functioning well
and are larger to begin with, may merit priority for assignment of new funds.
What is more interesting is the fate of potentially larger projects which are
having problems. These are, as they should be, being decided on a case-by-case
basis. Duplessis has vigorous and committed community leadership and needs a
good, committed doctor to reanimate them in the area of primary health care.
This being accomplished, the population base for expansion certainly exists.
Las Cahobas, on the other hand, appears to have some fundamental cultural prob
lems which cause unease about the degree to which the project can effectively
expand. Carrefour-Poy, while sharing much of the same history and problems as
Duplessis, may be a more promising focus of expansion.
A group of projects that did not get proper attention in the evaluation and
which -night have given some clues to the merits of project size selection were
the projects intended to be part of the AOPS selection but which have fallen
out. Review of the anecdotal data on these projects (Cookson Hills, Delug6,
Chambellan, Milot, and Montrouis) suggests that size was not, in fact, a causal
factor in the disappearance of these projects from under the AOPS umbrella. In
half the cases AOPS had a question about project management, in the other half
there qas a philosophical divergence on the most appropriate delivery model.
The iiore appropriate question about size turns on economies of scale: whether,
given startup costs, it is simply not more cost-effective to work with larger
projects, or at least projects which display potential for expansion after the
necessary systems are in place for some basic population nucleus. This question
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can only be answered when there are some

nore precise answers about costs,

which will require nore data than were available for this evaluation.
2.

Public Sector Replication

An excellent summary statement on this subject appears in a recent AID-commis
sioned paper (Smucker, 1986). We do not feel we can improve upon that.
"The question has been raised as to whether programs that are successful
in the private sector can be successful in the public sector. In order to
answer this question it is first necessary to note the relevant differ
ences between private and public sector programs.
"The delivery of primary health care services in the public sector is con
strained by a number of factors; primary among them is lack of adequate
finances. Lack of finances results in logistics problems, limited program
supervision and resupply problems. The public sector has also been charac
This has resulted in
terized by patronage and lack of accountability.
some instances in the hiring of under-qualified employees and limited
performance expectations. Continuing employment is often more dependent
on one s connections than on performance. There is no merit based promo
tional system. Lack of accountability and supervision has resulted in
instances of abuse and corruption.
"The private sector on the other hand is often better financed. It gener
ally places greater emphasis on employee qualifications and job perform
ance. More attention is paid to supervision. In private voluntary organi
zations with a religious or humanitarian orientation, commitments made on
the basis of faith and conviction, rather than for reasons of salary and
power, make a significant difference. Private sector programs tend to be
smaller, more flexible, more independent and more integrated into the
local community than public sector programs.
"The quality and effectiveness of primary health care programs is not cate
gorically dependent upon whether the program is based in the private or
public sector. In the evolution of primary health care programs in Haiti,
elements have been borrowed back and forth between the two sectors. What
is crucial , however, is that certain programmatic elements be present.
These include adequate finances, qualified personnel, supervision, resup
ply accountability and the ability to establish good working relatiunships
at the local level. Any prigram which includes these elements should be
successful. At present more of these elements are present in the private
sector than in the public sector, but it is not inconceivable that the
public sector could develop the capacity to implement quality programming.
There would have to be enough pressure exerted and support given for the
public se(.tor to make the necessary changes. If there is not sufficient
will or support to make these changes in the public sector, programming
will continue to falter."
There is no reason implicit in the AOPS model that would be sufficient in it
self to make that model unfeasible for the public sector. There is no reason
why the public sector cannot carry out any of the essent1al components of the
The
AOPS model, except that it has historically done so only erratically.
major question of recurrLnt costs pertains to any other model that the public
While doctors
sector might choose to adopt, and perhaps in greater measure.
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are important for startup, there is a surplus of that profession in Haiti and
at least some of them might be motivated toward involvement in an innovative
activity which is no more poorly rewarded financially than other field assign
ments in the public sector.
Vehicles are not essential for all projects.
Finally, given the fact that AOPS and other population-based and outreach
activities already cover about half of the potential client population, this
would reduce the public sector's charge perhaps to something more financially
manageable, assuming the MSPP were prepared to divide up responsibility for
preventive health care in some rational way.
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VII I.RECOMMENDATIONS *
A.

MANAGEMENT AND ORGANIZATION

1z

Integration and Coordination Between the Private and Public Sectors

a.

AOPS coordinators should explicitly and regularly incorporate entry and
exit interviews with local-level MSPP authorities when they come into a
region to do scheduled supervisory visits, in order to facilitate coordina
tion to the benefit of both. (p. 55)

2.

Staffing and Human Resources

a.

AOPS would profit from someone on the staff with management, more specifi
cally, micro-management skills, to help projects set up their programs,
develop most efficient rally post models, setting up simple budgeting and
reporting systems, etc. This could be reinforced by, though not adequate
ly substituted for, by a simple management procedures manual for the basic
components of the AOPS model. (p. 55)

b.

AOPS needs a technical qualified Executive Director with good implementa
tion skills who can handle the reporting and documentation requirements
that are so crucial to an experimental project. (p. 58)

c.

Approvals for new projects or extensions of existing projects should pend
a central management investigative visit by the Executive Director and the
AID project officer. (p. 58)

d.

Optimally, an AOPS project should have a technical and administrative chief,
with the doctor providing the technical supervision and quality control
Both should be given adequate
and the administrator running things.
training in basic management skills, taught with only marginal amounts of
theory and primarily organized around the practicum. (p. 62)

e.

The new business manager for the CMSCS should not be asked to be responsi
ble for day-to-day financial management, coordinate the self-financing
component, and play a role in marketing and fundraising. There are basi
cally two jobs here: financial management and marketing/fundraising. The
latter can be enhanced by short-term technical assistance, but the former
should be provided in-house, in ongoing fashion, with the necessary techni
cal preparation to assume full responsibility for this area, leaving to
existing project administration the substantial role of operations.
(p. 63)

f.

AID should support expansion of the Cit6 Soleil project to cover the addi
tional 50,000 people who, with the original 100,000, represents the true
population of the area. This will entail the hiring of another 50 ColVols.

(p.64)

For the reader's convenience, each recommendation is accompanied by the
page of text which contains the relevant discussion.
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3.

Training and Continuing Education

a.

Curricula for training the various levels at the Haitian Public Health
Institute should not be rewritten arbitrarily in a costly re-inventing
enterprise. Even if AOPS is going to reduce the CHW load to a few prior
ity interventions, the existing MSPP materials, reprinted, can be extract
ed from and/or used as reference texts for training. (p. 67)

b.

Physician training curriculum could be improved by:
-

Reordering the flow of the curriculum to more closely reflect the
flow of field activity.
Eliminating material that is specific only to the CMSCS, e.g., milk
bank.
Giving increased weight to record-keeping, administration, and super
vision.
Giving doctors training in pedagogical skills. A module should be
developed for use in all CMSCS and AOPS activities in:
training
skills, productive provider-client interaction, role-playing, focus
groups, mutual feedback, and simple testing techniques. (pp. 67-68)

c.

Doctors should be screened by AOPS central management before being support
ed for training at Cit6 Soleil. (p. 68)

d.

AOPS and the HPHI should develop not only longer-term training for health
professionals, but a scheduled series of short courses, workshops, and
seminars, oriented systematically toward priority health issues, with a
balanced blend of both theory and practice. At least some of the AOPS
seminars and workshops take place at an AOPS project site rather than at a
hotel. These seminars, accordingly, would become exchange visits, where
information about each projects would be presented and discussed among the
participants. These exchange sessions should take place in centers where
programs are functioning particularly well, in general or in some aspect
of particular interest (e.g.,
Pignon, Mirebalais, Cayes-Jacmel , Gros
Morne), in order that they serve as motivators for the improvement of
sites that are functioning at less than optimal levels and so that they
can serve as a source of special lessons learned (e.g., Pignon/family
planning Mirebalais/record systems, Gros Morne/community organization,
etc.). (p. 82)

e.

AOPS should consider recommending and providing a simple, standard liter
acy/numeracy for all ColVols and archivistes, based on some of the documen
tation for which they will be responsible. (p. 77)

f.

When the adapted ColVol curriculum becomes available, ColVols in all proj
ects should be tested for competency in that curriculum, including demon
strations of skills as appropriate, and annropriate catchup training pro
vided in systematic fashion. (p. 70'
rFhis could be provided through an
Itinerant Training Team. (p. 82)

g.

All archivistes should rotate through a re-training exercise as soon as
possible. The appropriate site would be Mirebalais, if this is logisti
cally feasible. They should be trained for one week, with the team doc
tor, in groups of six, that is, the two archivistes from each of two proj
ects and the doctors from each of two projects, each trio to be trained as
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a team in the structure, purposes, and functioning of the population-based
registration and monitoring system.
While the course should be very
"hands-on," it should not fail to emphasize the major message of the AOPS
philosophy with regard to the information system.
The population-based
system is not a researcher's toy; it is the spinal column of this approach
to community health, which centers on extremely activist outreach. (p. 82)
h.

AOPS should consider the addition, at the central level, of a professional
with formal statistical and administrative skills, who would be able to
train, provide ongoing audit, supervision, and continuing education, and
develop the simple reporting formats that will 1) promote the rapid feed
back of data on achievements at the local level and 2) keep AOPS more con
sistently abreast of project status. This individual would also have the
responsibility for being sure that all technical-cum-statistical reports
are timely and complete. (p. 84)

i.

Auxiliaries should be trained at the HPHI and their role, which is not
quite marginal, could be enhanced by deeper skills in interpersonal commun
ication, pedagogy, and technical areas where the project as a whole needs
strengthening, i.c, family planning, ORT, and non-traditional education
on appropriate feeding practices. (p. 84)

4.

Monitoring and Evaluation

a.

Re-training in the reporting system for the AOPS projects needs to enhance
the understanding of all levels of health worker in the purpose of the
system, so that there will be comprehension of the negative impact of such
events as: files out of numerical order, registers not up to date, age
groups out of order, non-recording of newborns and pregnant womer, absence
of the growth curve, incomplete code numbers, lack of identification of
children 0-1, "outside" immunizations not recorded and discrepancies be
tween dossiers and Road-to-Health Cards unresolved.
They should also
understand why every family needs to know its code number.
(p. 89)

b.

All projects should have an updated alphabetical
cross-identified by code number. (p. 89)

c.

The mechanics of the reporting system are such in most projects that the
ColVol is effectively separated from the data which are the results of
their labors. They need the information, promptly, to do their follow-up
work and they need it as an incentive. The form in which these data are
fed back to the ColVol should be an efficient summary of a running tally
of percentages of coverage by sector so that they can see how they are
doing.
Larger projects can substitute a large hand-lettered wall chart
which would display key project data for the month or cycle, projected
against baseline, with running percentages. (p. 89)

d.

AOPS should take advantage of the technical assistance that will be avail
able through the Save-the-Children project at Maissade, and should look
particularly at the SCH cata base software package which is tailored to
Child Survival activities. (p. 90)

e.

The power of the follow-up sheet does not appear to be well appreciated in
most fleld projects. The follow-up sheet, together with the activity and
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list of all

families,

orientation which surrounds its preparation and use, is what marks the
biggest difference between the passive, more traditional dossier system
and the activist thrust of AOPS. Follow-.up sheets should be prepared on
time with appropriate frequency, in uuplicate, one for the ColVol and one
for retention in a log which would be available in ongoing fashion for
monitoring, evaluation, and supervision. (p. 90)
f.

All AOPS and CMSCS documents and correspondence should be dated with day,
month, and year, and authorship attributed. (p. 91)

g.

Baseline data should be presented on all reporting documents where they
are relevant, adequately labelled as to date, portion of the population,
cohort, and description. (p. 91)

h.

Percentages should be included on all coverage and impact reports, refer
enced adequately so they can be interpreted. (p. 91)

i.

There should be a policy determination about priority age groups.
We
recommend that both the 0-12 month and 13-24 month cohorts be assigned
priority, the former for obvious reasons and the latter because so much
diarrheal mortality and morbidity reside them attributable to weaning. If
this policy is adopted, then all projects should be asked to provide the
necessary data for those cohorts in disaggregated form. (p. 91)

j.

The target populations of AOPS-affiliated projects be standardized, that
is, target populations and reporting on those should be in categories that
are standard for all AOPS projects, e.g., age groups for target children.
Not only should these be consistent among AOPS projects, they should be
compatible with public MSPP guidelines for target populations for primary
health care. (p. 91)

k.

AOPS should consider recommending a standard policy for cutoff of provi
sion of services. (p. 9!)

1.

Definitions and categories should be standard and there should be a uni
tary form for designating age cohorts.
Reporting forms should provide
space for age in months and years, as well as date of birth, for speed and
purposes of cross-checking. (p. 91)

m.

There should be a standard tabular format for reporting coverage and im
pact data which all projects are required to use. (p. 91)

n.

There should be space left for number, of rally posts completed, together
with the associated figures for the female and child populations covered
in each sector, so th:at the appropriate statistical calculations can be
made even when all rdlly posts have not been completed. (p. 92)

o.

In situations where a project must report to more than one child survival
donor, AOPS should look into serving as a coordinator so that perhaps the
same indicators or pieces of data might be used. (p. 92)

p.

All AOPS project centers should collect evaluative data on a quarterly
basis, in order to prepare timely reports on each project's progress and
activities. These data will allow a regular and periodic evaluation of
the status of each project, for feedback to all project staff and for feed
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forward to AOPS. These reports should not only include quantitative data
(of the type now included in the sheet entitled "Etat Evolutif," but
should include qualitative administrative data as well.
We suggest that
one sheet contain the quantitative data as well.
We suggest that one
sheet contain the quantitative data with perhaps two-three additional
formatted pages for comments on administrative issues, problems, achieve
ments, and critical decisions. AOPS should design and furnish an adequate
supply of these forms, assure that the reports are submitted regularly,
and provide the necessary technical assistance with the reports indicate
that there is a need therefor.
Should the report itself require editing
for archival purposes of for provision to donors or researchers, AOPS will
be responsible for this as well. (p. 92)
q.

The quantitative quarterly summary of output information would be more
useful if: the sheet were dates, located, and signed; if items were cate
gorized around an intervention in a visually clear way; if there were an
explicit place for the quarter to which the report is referring; and if
each line item with which some specific target is associated would have by
its side the baseline datum as well ds the target. An elegant addition
would be the last quarter's achievements for that line item, if space
would permit. (p. 92)

r.

AOPS and the CMSCS should review the indicatnrs required by the AID/Wash
ington Child Survival Reporting System to be sure that the data being
gathered will respond to those requirements in a comfortable, ongoing
fashion. (p. 93)

s.

AOPS should consider putting together a small, user-friendly manual on its
registration and reporting system for use by staff, donors, and research
ers and evaluators.

5.

Supervision

a.

AOPS central files do not contain a relatively uniform, standard set of
documents on each project. Some of the key documents, financial reports
and, most importantly, technical reports are circulated and then filed
separately. Either this separate filing system should be eliminated and
copies of technical reports filed in each project dossier or a photocopy
should be made so that the two files can be maintained; there should be
protection copies made of every technical report in any case.

b.

Project dossiers need cleaning out, dating, and refiling so that the earli-,
est documents are on the bottom. There are documents that are milestones
in the life of each AOPS project--agreements, technical and financial re
ports, periodic supervision and monitoring reports, census and re-census
reports, etc., which should appear in every project dossier. AOPS should
task one of its technical officers to make up a standard checklist of
these which would be affixed to the inside front cover of every project
dossier, with the date each was received. The point of this is not bureau
cratic angst but to have an adequate chronicle of an operations research
project.

c.

The draft version of the Supervisor's Checklist should be simplified, sent
around in draft to the project directors for comment and input, and worked
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through with all the project coordinators and, perhaps, with the USAID
project manager. It should also be integrated with the quarterly project
reporting process. (pp. 96-98)
d.

A registry of each supervisor's site visit be kept at each site. This log
should note the important points, problems, and solutions proposed during
the visit. The purpose of this recommendation is to introduce a pattern
into those visits, to provide immediate feedback for discussion and action
at the project level, and maintain a record of visits and related outcomes.
It may be a good idea to use the same format for these supervisory records
as for the qualitative portion of quarterly reports, at least in some
condensed form. This needs to be thought through.

e.

AOPS area coordinators should prepare specific work plans in line with
clearly preestablished supervisory objectives, prior to both regular and
These plans should
special site visits, but particularly the former.
include detailed calendars and appropriate strategies.

6.

Research

a.

The CMSCS should consider pursuing the following research topics:
-

-

Motivation for family planning adoption (p. 101)
Cost-Effectiveness Alternatives for Improving Heal th Services Delivery.
This should include not only TBC and Nutritional Rehabilitation, but
a repetition of studies on hospital unit costs and other service
units which can generate income (p. 101)
Real Vaccination Coverage (pp. 101-102)
Evaluation of the Effectiveness and Impact of the Road-to-Health Card
(p. 102)

including incentives for community workers (p. 102)
b.

The Effectiveness and Impact of Food Supplementation (p. 102)

AOPS should consider pursuing the following research topics:
-

The Health Status of Non-Users of Health Delivery Services (p. 105)
Mother Competency and Participation in Growth Monitoring (p. 105)
Family Planning Continuance Patterns (p. 105)
Rally Post Attendance, Continuance, and Motivation (p. 128)
Review of AOPS Project Dropouts

7.

Financial Management and Planning

a.

CMSCS
-

Revenues from fees for health services at Cit6 Soleil have increased
substantially. If revenues from fees are to continue to contribute
to self-reliant qoals, the costs of service delivery must be identi
fied and careful;y monitored.
Targets for the percent of costs that
should be covered by fees (i.e., 10 percent of unit prescription
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costs) need to be established, and fees should be raised commensur
ate with increases in costs.
Fees for some services probably can be increased (although not before
the political situation stabilizes).
Deliveries and surgeries are
two candidates. However, rather than launch a major research effort,
the Complex should experiment with small increases, monitoring utili
zation carefully. Prescription charges might also tolerate slight
increases, to perhaps 10 percent of unit costs. Free X-ray charges
should be suspended; sisters who want free X-rays for patients at
their center should provide the funds from their own budgets.
CMSCS should entertain the idea of admitting private surgical
patients at the Laboure Hospital. This option would only be viable
if the fees that would be charged would more than cover all the di
rect and indirect costs of providing the service.
Cost containment/control mechanisms or strategies need to be devel
oped for the hospital.
As a way of beginning, the PRICOR study by M.
Pipp, which identified unit costs for normal and Caesarean deliver
ies, needs to be repeated. Such a study will help identify the magni
tude of cost increase and areas which are subject to control measures.
Similar analysis needs to be conducted for other service units.
Budgeting procedures need to he developed and implemented at each cen
ter or sublevel of activity. Sister-administrators should be assist
ed as needed to operate their facilities within their budgets. Time
ly flows of information will be required.
Bookkeeping procedures for the notebooks need to be standardized for
all centers and expenditures line items disaggregated into meaningful
categories.
The financial management capability of CMSCS needs to be strengthened.
The sisters who have been with the Complex many years have had the
opportunity to accommodate to increasingly more complicated activi
ties. Newer sisters, however, do not have as full an understanding
of their responsibilities.
They need assistance in carrying out
effective financial management.
A business manager with a strong finance background would provide in
valuable assistance in carrying out recommendations. Reginald Boulos
and Sister H6lne are stretched too. thin to adequately carry out
their tasks. A business manager would:
assist the sister adminis
trators in developing their center budgets; establish sound financial
management procedures; establish a management information system to
assure the timn.ly flow of information for decision-making; provide the
necessary finarcial technical assistance to the nascent cooperatives;
and help expand product sales. The business manager should not be
directly responsible or involved in fundraising.
Targets need to be established regarding the percent of operation
costs that product sales must cover. Sales volumes need to increase.
The recommendations in the Alvarez report which speak to improving
production quality and expanding marketing efforts are still valid.
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-

The industrial complex idea should be tabled.
CMSCS should be charging participants the full cost of any training
programs. Fundraising efforts need to receive priority attention.
The most promising area for fundraising is through the Friends of
Cit6 Soleil in the U.S. All energies over the next two years should
focus on actions and activities to make fundraising efforts success
ful.
Cit6 Soleil should assure itself a solid financial base before it
launches into new endeavors.
While it strives to accomplish self
reliant objectives, it will continue to need the full support of its
current donors for at least the next five years. AID should not pre
cipitously withdraw support, but should undertake a gradual, planned
phaseout over the course of a few years.

-

Product sales can and should be increased.

b.

AOPS
AOPS and AID should carry out studies on those programs with adequate
data to determine the marginal cost of program expansion, the average
cost of program operations by size and length of experience, and the
annual recurrent costs of the program as it reaches "plateau" level.
The model for the community outreach program consists of one vehi
cle, one doctor, one auxiliary, one record-keeper (archivist), one
collaborator/1000 population, and performance-based incentives for
collaborators. The annual costs for this model seems to be between
$70,000 to $85,000. There are, however, wide variations on the theme
which could have large impact on costs but not necessarily on program
outcomes. One of these variations is the size of the population base
per collaborator. In some programs, one collaborator serves a popula
tion of 2,000, but works more hours. The impact of these differences
should be investigated. Costs analyses will provide the necessary
basis for grantees, AOPS, and AID to mnake more informed decisions
regarding future program planning.
Grantee institutions need more management technical assistance, par
ticularly in the area of financial management. The coordinators, who
are all physicians, are untrained and unprepared to provide this
assistance.
The coordinators should have some minimal financial
management training to provide better routine assistance.
In addi
tion, the next coordinator to be hired should have a finance/statis
tics background and would receive sufficient training to supervise
the health aspects of the program. Such a person is not intended to
add an extra person to mnake extra visits to the grantees, but rather
to have available within the coordinator group the expertise neces
sary to help organizations who are having difficulty with the finan
cial record.
A program administrator/manager should be designated by the grantee
institution to receive training from AOPS or another appropriate
institution in financial and program management. The program model,
therefore, should include a designated manager.
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All grantee programs that are serving a population larger than 20,000
should be required to do program budgeting. This effort will identi
fy annual program requirements and expected sources of funding for
the grantee institutions. The AMOSSE budget is a good example of a
quite simple budget exercise while FHASE represents a much more
sophisticated effort.
Some of the grantee organizations have developed good financial man
agement and cost control techniques/mechanisms. A forum for sharing
this information and experience among all the grantee organizations
should be implemented be AOPS.
Workshops on technical aspects of
program management similar to the AOPS workshops on technical aspects
of health interventions are needed.
While most programs meet minimum standards of donor accountability,
AOPS should continue the practice of on-site audits to assure that
these standards are maintained. The AOPS accountant should provide
guidance to the grantees on financial accountability and control
procedures. Financial reporting procedures to AOPS need to be stan
dardi zed.
Several grantees reported that checking accounts for their community
outreach program were too expensive to maintain.
Smaller programs
operate on the basis of a savings account and cash.
AOPS should
explore alternatives for helping grantees deal with this problem.
As AOPS funding draws to its conclusions, grantees have evolved
different strategies to keep their program going.
Grantees could
benefit from sharing their experiences.
The most difficult part of
this program to keep funded seems to be the incentives payment for
collaborators. Most programs are trying to develop community based
financing strategies, rather than rely on donor funding.
A few
grantees are trying to establish pig projects as funding mechanisms.
Mirebalais has an interesting and creative idea for cooperative sav
ings and borrowing among rural mothers (Augustin, Lewis, Doro) which
could support collaborators and generate family income. This idea
merits further development and a trial run.
It will, however, re
quire substantial inputs of time, effort, technical assistance, and
patience.
The recent political changes in Haiti have generated requests from
collaborators for salaries as opposed to incentives bonuses. It is
not unreasonable for collaborators to want to regularize this income.
However, AOPS should assist grantees in developing payments that are
performance-based. Anything less risks the success of these pro
grams.
8.

Technical Issues

a.

The quality of the growth monitoring encounter needs to be substantially
upgradeo, through some intensive training in nutritional problem-solving
and focus group work and through a rationalization of the sequencing and
staffing of the rally post. (pp. 127-128)
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b.

AOPS, the CMSCS, and the MSPP may need to articulate a policy decision on
ORT that is disseminated to all projects and is in accordance with recent
ly revised WHO strategy. The policy on packets first, with substantially
diminished enthusiasm for sugar-salt solutions, is not being followed at
the field level in Haiti, where packet availability appears to be a prob
lem and commitment to packets is limited in any case.
(p. 129)

c.

Commitment to ORT in general needs a push. There is a need for energetic
and crisp re-training and promotion at policy and leadership levels for
intervention. (pp. 128-130)

d.

The promotion of breastfeeding in the AOPS projects needs more attention
and should be handled systematically in an organized manner. This effort
should be rooted in the operational research on this intervention carried
out at Cit6 Soleil.
(pp. 130-131)

e.

Family planning should be a more explicit and thorough component of all
levels of AOPS field team training and an explicit, thorough family plan
ning module should be offered to all interested institutions.
ColVols
should be able to educate and inform women and men on where to do, for
what, why, and how much it costs; refer clients, perhaps using a coupomi/
incentive system for DepoProvera, IUDs, tubal ligation, and vasectomy;
distribute condoms and pills; and follow up on users, dropouts, and discon
tinuers. A simple algorithm could be devised for ColVols to gather the
necessary data, perhaps beginning at Pignon or Mirebalais. (pp. 132-133)

f.

We recommend that the CMSCS work with the Division of Family Hygiene and
Nutrition (DHFN) of the MSPP, so that family planning services can be made
available through the public sector to the men and women of Cit6 Soleil.
The system should be standardized so that all women who seek family plan
ning services in Cit6 Soleil facilities are referred to the nearest pub
lic sector facility that can provide the services they require.

g.

The new family planning promoter position should be filled only in proj
ects whose rally posts are sufficiently efficient to absorb it and should
perhaps be evaluated in the first site to see how well it works and what
happens to levels of adoption.

h.

AOPS should join forces with the CMSCS in the investigation operation
research on food supplementation (pp. 134-135)

i.

Environmental hygiene should be promoted at the CMSCS and implemented
through the Mayor's office (Mairie), community action groups, and neigh
borhood committees.
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D. MONITORING AND EVALUATION REPORTING FORMS
E. SUPERVISOR'S CHECKLIST

APPENDIX A
V
W

UNITED SLATES GOVERNMENT

memorandum
February 14, 1986,
A-N OF,

USAID/Haiti: Debra Kreutzer, Public Health Office

ruaJEC-I

Request

for

PRITECH

assistance

for

Private" Sector

Health

Rrojects Evaluation
TO e

ST/H

i%-n Randlov

and

LAC/DR/HN

£

1.-

Summary:

USAID/Haiti is preparing a combined evaluation of three private
sector health projects:
Urban Health and Community Development
(521-0159);
Community Health Outreach'(521-0169); and Extended
Community Health and Family Planning (521-0181<3>).
A three to
four person 'team is required to carry out evaluation per Scope
of Work below.
Mission requests PRITECH provide technical
assistance for-approximately fifteen person-weeks (twelve person
weeks in Haiti, from 4/7 to 5/6 three person weeks in U.S. from
5/7 to 5/14).
2.- Scope:

d.

...

PROJECT EVALUATION
UR3AN HEALTH AND COMMUNITY DEVELOPMENT 11(521-0159)
EXTENDED COMMUNITY HEALTH AND FAMILY PLANNING (521-0181)
COMMUNITY HEALTH OUTREACH (521-0169)
I. EPurpoe:
The purpose of this evaluation is to review three private sector
health projects:
Urban Health and Community Development
II
.(521-0159); Community Health Outreach - AOPS I (521-0169) and
Extended
Community
Health
and
Family
Planning-AOPS
II
(521-0181).
The evaluation will analyze issues of importance and
interest :
1. to the projects,
in order to determine strengths and
weaknesses
and suggest appropriate modifications and future
directions, dnd
2. to USAID/Haiti,
in view of designing and adapting a new
generation of P11O projects
to closely address goals and
strategies
set forth in the USAID/Haiti Action Plan, and to
amend the Action Plan if appropriate.
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OPTIONAL FORM NO. 10
G .
(41 C F)101.11.6
501

l .

4

c

,

OUO I iWS 0 - 461-275' 141.11

-2The
evaluation
will
appraise
project performance to date, identify
lessons
learned
from
implemen.tatior
and
determine
appropriate
technical -and organizational elements for extended health and family
.planning activities
in
Haiti.
The
evaluatiin .will..focus on the
following major issues:
'I. Relationship
Plan.

of

Project Activities to

USAIDIHaiti Actiou

2. Progress in Meeting Project Objectives
3. Achievement of Anticipated Project Outputs
4. Financial Management
5. Program Management and Administration
6. Technical Results and Concerns

€C

Develo2ment II J52l-0159
Urban Health and Community

,,.

:

The
Social. Medical
Complex
of Cite0 Slaa. is a Haitian-based PVO
which
has
the
goal
of improving
the
elh,
social and economic
status
of
100,000
residents
in
Citean
urban slum in
Port-au-Prince.
The
purpose of
the project
is
to strengthen the
Complex's overall health and community development program by:
.
xpanding
and
improving
primary health care
cervices and
conducting
operations
research
to
determine
cost--effective
interventions for further reductions in mortality and morbidity.
strengthening
5
the effectiveness of human resource development
activities,
particularly remedial education, vocational trainin
and jcb placement for adults and adolescents.
U

k

.
ignificantly
increasing
the self-financing capablity of the
Complex
through
revisions
in
user fees, improved fundraising,
marketing
of CMSCS
products) and
establishing a manufacturing
enterprise
that will
allocate part
of
its
profits to direct
support of CMSCS.
t .

proving
the
institutional management
capacity
with
the
assistance
of a computerized program-based budgeting and planning
system.
This
five-year
$2.1 million.

project began in May 1984 and has LOP funding of
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-3A\
Community

.

Health

.

Outreach -_52.1-0169

" Health and Family Pla n

2 01B -

and

Extended

Community

1

The *Lptrrpvoe
-of-"
the' AOPS .rojects
is, to expand .coverage of health
services provided by private health institutions operating in Haiti.
This, expansion
involves extending community health and family
planning outreach programs implemented by private voluntary health
institutions,
through the creation of catchment
areas which will
increase the total
population covered to 500,000-persons.-. AOPS, in...
doing so, will achieve several sub-purposes) including the following:
Promoting cdllab-oration between the private and public health
sectors in such a way that national priority goals are met.
VA2Z Promoting collaboration among private institutions to avoid
duplication of services and wasted resources.
-,

Involving private health institutions in the implementation of
the National Health Plan) by coordinating
their efforts with
GOH/DSPP district and regional health authorities and by setting
specific targets for the realization of the local Plans.

-G

Expanding
the
AOPS
data
institutions in self-evaluation®

bank

and

assisting

private

The project will
also explore management issues involved in the
provision of primary care services for large population segments as
they relate to questions of logistics,
procuiement of supplies,
appropriate incentives for professional and parg.professional heal.th
care providers, supervision and private/public sector interaction.
Activities include:
1.
IdCtztification
of the .at-rivk population, child growth
monitoring and nutrition counseling, immunization of women and
children,
promotion
of breastfeeding and oral
rehydration,
detection and treatment of endemic diseases, organization of
family planning services and registration of vital events.
2. Arrangement and provision of necessary training for community
health personnel.
3. Development
and use of registration, record and information
systems to facilitate program evaluation.
4. Development and implementation of administrative and financial
procedures which will
ensure proper utilization and accounting
for project funds.
SExtended Community Health and Family Planning Project began in June
1984
an an extension
to Community Health Outreach. The latest LOP
funding of $436,000 brings USAID support to the AOPS program to a
total of $716,000 since March 1983.
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-4III. SCOPE OF WORK
A. General Duties
Each member of the evaluation team will accomplish. the following:
*1.
review
Projects.

background

documentation

and

available data on the

2.
interview staff of
the
implementing agencies/organizations
associated
with
the
projects
and
USAID
personnel
to'Iiscuss
project goals, aqhievements, problems and strategies.
3.

make

site

visits to (a representative sample of sub-grantee)

implementing institutions, interviewing field staff and clients.
4.

assess

relating
Project
Plan).

project

them

to

accomplishments,

pre-established

outputs

verifiable

and

objectives by

indicators

(per

Papers, Cooperative Agreements and the USAID/Haiti Action

5.
recommend additional
or -alternative approaches
to project
implementation
and
coordination to achieve improved delivery of
services' and achievement of goals.

.

6.
produce a written
evaluation report by May 15 in accordance
• with -the' attached AID/W guidelines (Annex II),' a draft- of.'which
is to be submitted before leaviiig Haiti.
7. schedule
and
recommendations.

conduct a debriefing on evaluation

*Doguments will include:

'USAID/Haiti Action Plan
Project Papers and Cooperative Agreements
Financial Reports
Technical Reports and Research Results
Previous Evaluations
Project Files

National Health Plan
Institutional Records
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findings and

B. Sp2ecific Tasks:
This

review

of Cite Simone (521-0159) and AOPS (521-0169 & 521-0181)

will cover, but is not

the- following: -.....limited to, --

.

.

1. Financial Management
a. review systems used by recipients and subgrantees to
assure accurate accounting, reporting and record keeping for
the use of project resources.

b. assess 'adequacy
.
__9f sub-grantees.
c.

analyze

of financial monitoring and supervision
of project resource allocation

appropriatenesss

and frequent budget adjustments.
income-generating capability and activities of
d. assess
(e.g. user fees) including their
implementing institutions
effect on the projects and their relationship to Action Plan
sector objec.ives dealing with financing issues.
2. Program Management and Administration
.i a. determine extent to which projects have been successful
established in their Cooperative
in achieving the outputs
What management techniques are applied in very
Agreements.
does a
What
less successful programs?
successful vs.
Is there a difference between
do?
manager
successful
-,_physician and non-physician managed programs?
determine if rally post activities continue when AOPS
b
- financial assistance ends. What are community responses to
system? Is a demand for services being
---ft-h-fscreated? Are any community resources mobilized? How does
this relate to Action Plan recurrent cost objectives?
c. determine if technical
identified and met.

assistance needs are adequately
are taker for continuous intern't

d. determine what steps
evaluation and monitoring.

central
adequacy/effectiveness of AOPS/CMSCS
assess
e.
systems' and management information
management/administrative
systems.
f. Atsess adequacy/effectiveness
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of AID project management.

3. Technical Results and Concerns
The following are technical
issues and concerns which have been
-raised-- during the course of Project
Implemehtation.
In zome
instances sufficient data may not be "available,. or time may not
permit in-depth analysis.
Where
this is the case, the evaluation
team
will
propose
preliminary
terms of reference for future
operations research which will provide the necessary information.
a. assess whether the outreach strategy developed by AOPS is
, a feasible strategy for PVOs to obtain increased cvverage
for priority health interventions.
,

b.
assess
"tfe effectiveness."of the
increasing cove. te for health services.

AOPS

strategy

in

c. in cases where impact data are available, assess whether
the population-based outreach strategy has had an impact on:
1. Nutritional status
2. Tetanus related mortality

I

3. Diarrhea related mortality
4. Infant mortality

(Impact data available in Belle Anse and Mirebalais).
d. identify areas in ser-vice delivery (e.g. family planning,
.gr6 th_ n itojn
- )health
educat-Ifi-)
which may need
strengthening
and recommend appropriate steps
for such
improvement.
e. examine the impact of the growth monitoring and nutrition
education on the prevalence of malnutrition in Cite Simone.
What is
the extent and significance of "repeators, at the
Nutrition Rehabilitation Center?
f.

examine

,programs

of

reasons
a

core

for
of

consistent
families

"non-participation" in
in

each

coverage zone.

Suggest steps to decrease levels of non-participation.
g.
assess
the
adequacy
of
Community
Collaborator
training/supervision and discuss
the actual vs. potential
role of the Community Collaborator.
h. exanine the "marketability" of the skills being taught in
the Cite Simone vocational training programs and their role
(actual vs. potential) in supporting operating costs.
i. review overall TB control strategy used in Cite Simone 
assess appropriateness of changes being made.
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J.

assess

the

adequacy/appropriateness of health education

strategies used for the different interventions and suggest
alternatives for improvement.
k. determine the extent to which AOPS and CMSCS are adhering
to MSPP norms on priority programs; reporting; collaboration
with district and regional GOH/MSPP personnel. Suggest ways
to strengthen collaboration with the MSPP.
1. examine -various reseerch projects undertaken by AOPS and
Discuss their quality, appropriateness, and
Cite Simone.
Discuss relevance of research
utilization of results.
in the
set forth
to objectives
activities ' undertaken
USAID/Haiti Action Plan.
the extent possible, assess project levels -of
to
m.
sustainability and
approaches).
'n .(of
oos-t"
rap
.p ifability. -- Particular---attention should. be -paid to
recurrent costs
leels- o
n. determine effect of user-fees implemented in Cite Simone
on the utilization of services.
C. Team Composition & Qualifications
The evaluation team will include the following:
Program Analyst (Team
!uit_Development
C
I.' Health EducationL Co2Ln!
individual will examine technical issues related to
Leader) - This
training (health and other), health education strategies, community
outreach
of
and -appropriateness
effectiveness
participation,
of the rally post
She/he will examine effectiveness
strategies.
strategy and the evolution of this outreach system, including its
effect on the demand for services. She/he will review research
projects' and determine their
the
under
conducted
activities
relevance, adequacy and quality, and will suggest
appropriateness,
response to technical concerns and recommendations.
in
future O.R.
individual will be responsible for coordinating the activities
This
of the team members and will organize and submit the draft and final
directly to the Chief,
She/He will report
to USAID.
reports
work closely with Project Officer,
will
and
PHO-USAID/Haiti,
Coordinator and Directors.
least five years
at
Fluent French or Creole;
Qualifications:
(some of which must be health
in developing countries
experience
academic background in
previous evaluation experience;
related);
a related field.
or
education;
health, social science,non formal
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2. Financial Management and Administration Consultant

This
individual
will be primarily responsible for addressing issues
of program and financial management and administration. ..
He/she will
also
examine
issues
related
to
program 'sustainability
and
replivability.
For questions of financial management, he/she will be
assisted by a member of the USAID/Haiti controller's staff.
Qualifications:
Fluent French--or Creole; at least 3 years work
experience in developing countries;
experience with AID 'project
management
and
procedures;
academic
background'
in
management/administration, health or social sciences, or related
field.
3.
Primary- Health Care Specialist This
individual will be
responsible for general assessment of the quality and quantity of
specific
project
interventions
including:
nutrition/growth
monitoring;
ORT promotion; vaccination coverage; TB treatment; family
planning services;
referral systems - and will provide guidance on
further study of
these activities.
He/she will be responsible for
preparing the draft report in French.
Qualifications:- Haitian M.D. with extensive experience in primary
health care programs;
Fluent French or Creole; previous evaluation
experience desirable.
4.
Economist
(Optionall:
For issues of cost effectiveness,
replicability and sustainability, USAID recognizes that it would be
desirable to include the services of an economist on the evaluation
team.
USAID requests that PRITECH propose, based on availability of
appropriate perscnnel, a list of team members and available dates
which does not exceed the level of effort or total budget set forth
below.
N.B.
The team members, while each addressing specific issues, will be
required to work in a highly collaborative manner, under direction of
the
team
leader.
Their combined report should integrate
and
demonstrate linkages between overlapping
issues. The report should
clearly and specifically describe how the projects relate to and
address objectives
of the USAID/Haiti Action Plan. The team leader
will be responsible for ensuring necessary coordinatior.
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ANNEX II
CONTRACTOR EVALUATION REPORT
(Per AID/W Instructions)

..

-The Contractor Evaluation Report will include the following:
1.
An
executive
summary,
including purpose
of the
evaluation,
methodology used, fiadings, conclusions and recommendations.
it will
also
include comments on development impact and lessons learned.
It
should be complete 'enough so
that the reader a can understand the
evaluation without
having -to read
the &entire document, I. E. The
summary should be a self-contained document.
2.
A copy of the Scope of Work under which the evaluation was carried
out.
The methodology used will be explicitly outlined and each scope
will
contain the requirement to assess how (and how successfully) the
project or program being evaluated fits into the Missions's overall
strategy. Any deviation from the Scope will be explained.
3.
A
listing of the
evaluation team,
including host
country
personnel,
their
field of expertise and the role they played on the
team.
4.
A clear presentation of
the evaluation
recommendations, in a
separate section
of the report if convenient, so that the reader can
easily locate them.
5.
A discussion
of any previous evaluation(s) reviewed with a brief
description of conclusions
and
recommendations made in the earlier
report(s).
The evaluators will discuss briefly what use was made of
the previous evaluation(s) in their review of the project.
6.
A
separate
section
on
development
impact
of
the project,
particularly for End-Of-Project or Ex-Post Evaluations.
This section
should
clearly
present
the
development benefits resulting from the
project.
7.
The project's lessons learned should be clearly presented.
These
should describe
the causal relationship factors that proved critical
to
project success or failure, including necessary political, policy,
economic,
social
and bureaucratic
preconditions
within
the host
country and AID.
These
should
also
include a discussion of the
techniques
or approaches which proved most effective or had to be
changed
and
why.
Lessons
relating
to
replicability
and
sustainability will be discussed.
8. A paginated table of contents.
9. Project Evaluation Summary

(PES).

175

AFFENUlA

USAID ACTION PL

C.

h1..N RESOURCE DEVELOP.MEN
1. Health
Reduce infant mortality rate to 50/1000 by the year 2000

-

Goal:

-

Base Period Indicator:

1985

125/1000 (estimated)

-

Benchmark Performance Indicator:

1988

115/1000

Target Date Indicator:

2000

SO/1000

-

.

Assumptions:
- USAID continues to work in public sector;

- The MSPP accepts a major revision in the malaria program; i.e.,
widespread.
to
techniques
emphasis from spraying
shifting
availability of chloroquine for treatment;
and
PAHO continue to provide the lead in mobilizing
- UNICEF
political support for the ORT and immunization (EPI) programs.
Benchmark Actions: FY 86/FY 87
the
The folloing are health sector benchmarks-described 'in
:..
.
.
..
FY 87 Action Plan:

FY

86/.

(1)Improving the Management of Public Sector Resources
- Financial Management: •Design .and test decentralized financial
management systems and train district and regional accounting
staff in financial management.
major improvements in F nanci.al
Progress:
The MSPP. made
management by implementing regional accounting systems 5 each
health region.
- Workplans:" Assist district and regional directors in preparing
annual plans and budgets and monitoring programs.
Progress: Two of four regions prepared adequate p'"ns.
Continue to strengthen the management
- Management. Information:
information system.
greatly to the
RHDS
project contributed
Progress:
The
development of an excellent new health information system.
- Personnel Management: Reintroduce the use
personnel management system.
Progress:
The system is being used to
actions as recruitment and training.
phannacy
Expand AGAP
- AGAPCO:
med-cal and laboratory supplies.
Prugress: This was done.
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of
plan

the

computerized

such personnel

network to include provision of

- Reorcanization of SNhI: SNEM to be reorganized and decentralized.
Progress: Little accomplished because of change of SNEM Director.
- Malaria Surveillance: Improve monitoring of -malaria prevalence
by designing surveillance system.
* Progress:
Little
apparent
progress
due to organizational
problems in SNEM and with AID technical assistance.
- Malaria
Research:
Support
CDC
operational
research
on
:epidemiology and entomology.
Progress:
The CDC helped the SNE conduct research on resistance
to fenithrothion and chloroquine.
- GOH Support to Malaria:

Negotiate

GOHi

with

to

increase

their

support of malaria control activities.
Progress:
No progress. The GOH claimed to be unable'to increase
support. -. -....-......
-.
.....
"
,,7o
.' -L''"-:
.
.

Japanese Aid: Seek multiyear commitment from Government bf Japan
to provide insecticides.
Progress :
Not done because USAID no longer wants to encourage
insecticides.
using expensive
vector control activities
.4-.-.h P.
.. - , ".
,., - . .
. .
', ..

-.
.

.

.

-

t.

.

*.

.V-..
... r, .

...

-*.

I7

.- ".

Priority Programs: -MSPP to introduce supervisors .manual,' develop
"specific targets and monitor use of activity reporting format.Progress: "This has been Uone for ORT and immmization programs.
Corps:- Orient and support six Peace Corps Volunteers
signed to public health outreach program.
Progress:
The PCVs are working successfully as cold chain
tecnclans.

-Peace

(2) Increasing the-Mobilization of Community Resources
-

Community Outreach:
Undertake a comprehensive
various community health outreach approaches.
Progress: A study is underway.

-

Halth Education:
Test various health education messages on
child health protection.
Progress:
USAID decided to delay until S/T project in health
commucation would be funded to assist in this effort.

evaluation

of

- Villae Health Workers: Seek stronger support for the use of
village health workers.
rrogress:
A village health worker element will be a part of the
planned RH-S Amendment.
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-

User

Conduct

Fees:

operations

research

on

users

fees

non-monetary mechanisms for sustaining volunteers.
Progress: This issue is under active discussion. USAID wants
studI the problem further before making a final rec6mmendation.

and

to

Si

-

Work with GOH to ensure that funds generated by
Recurrent Costs:
health facilities are maintained for their operating costs.
Progress: Delayed until comprehensive studies, now planned for
FY 86, can be undertaken.

(3) Increasing the Collaboration of
Improving Performance of PVOs

the Public Sector with PVOs and

- Child Survival: Assist FVO institutions to extend PHC services
to an additional 500,000 people and target resources more
explicitly on child survival.
Progress: A total of 10 FVOs began implementing child survival
programs impacting a population of 250,000.-4 .. .
-

Encourage PVOs to become more self-reliant primarily
Financing:
through collection of fees and drug sales.

Progress: .-Discussions taking place with the Coplex Medico-

Social de la Cite Simone (QvSCS) and AOPS. - _ F
.
- * , "', .-- Public/Private Sector Cooperation: Improve collaboration
4SPP and PVOs.

between

Progress: While competition for human and financial resources
continues between the private and public sector, mechanisms for
moreover,
have been established;
differences
discussing
public/private sector collaboration in this sector is better than
in most other sectors.
Benchmark Actions: FY 87/FY 88

The following are benchmarks established for the FY 87/FY 88 period:
.(1) Improving the Management of Public Sector Health Resources
- Health Inf6rmation System:

- Forms

are

revised

after

a critical

evaluation of one year's

use. Ist. Q FY 88.
- Disease and intervention specific rates
reported by district. 3rd. Q FY 88.
-

are

being

regularly

GOH determines ratios of various personnel per
Personnel:
of
range
the
population and per institution by district,
variation in salary level for different positions and the likely
attrition for various types of personnel, and estimates the
necessary inscription rates for various institutions based on
this information. 2nd. Q FY 87.
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Restructuring
Malaria
Pro-Cram:
50%
of COLVOLs (voluntary
collaborators) have a reliable supply of chioroquine and have
treated an average of five cases of malaria per month during the
season of peak transmission. 3rd Q FY 87.

-

"I-o"
*

-*

Privatizing AGAPM0:
Privatize
3rd Q FY 87.
agency).

AGAPOD

(the

community

pharmacy

" Priority Pro'grams:
- Regional and district specific ORT and EPI annual work plan
completed.
1st Q FY 87.
- CRT use during last episode of malaria rises from 35% in FY 85
to 50%.
3rd. Q FY 87.
- Complete vaccine coverage rises from 12% in FY 85 to 35%.
3rd.
FY 87.

*
--

:(Z) Increasing the Mobilization of Community Resources

-

-. Health Care Financing Studies:
-.The first generation of studies
has been reviewed by a working group oE public and private health
.car.. providers." 2nd Q FY 87.-

S-

,

-

i-Expansion and Diversification of COLVOLs Network:

.

*"-

S80%of

,,.
-

jresent COLVOLs'retrained.. 1st, Q FY 87..
2000 new-COLVOLs trained. 4th Q FY 88.
'7-.
501 of COLVOLs provide ORT packets. 2nd Q FY 88.

(3) ln-reasing the 'collaboration
lmroving Performance of PVOs
Health Institute:
implementing
evaluation
projects. 1st Q FY 87.

-Child

-

Cite Simona:
t1ained

projects.

of

-

the Public Sector with PVOs and

The CII has
developed
and
begun
protocols
for
all
child survival

The Comp2'-xe Medico Social

halth

workers

for

the

staff

de. la
of

the

Cite

Simone

child

has

survival

2nd. Q FY 87.

-

Child Survival:
At. least two new FVO child survival projects,
impacting
a
population
of
100,000,
have
begun
project
implementation.
1st Q FY 87.

-

Private/Public Sector Collaboration: A study
overlap in the provision oF services by
providers is completed. 3rd. Q FY 87.

-

AOPS:
the Association of Private Sector Health Organizations has
extended coverage to 150,000 people more than are currently
covered (current number to be
determined
in
the
FY
86
evaluation).
Ist. Q FY 88.
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of the problem of
public and private

APPENDIV
DLZNT EN MED~CINE CO"T'.Ar.:

ENTR
?R~.X~Dt7"'

*O&TE0M_' GM'7EFAL DU STAG-E:

A la f inu a t2Ce, lea PMrticipants devi-ont etre
en e-sure d'organiser, de superviser et d'6&7a2.ue=
un prograe de m~decine conuautaire,

z.FNtCTONR F-7URES DES PARTICIPIXTS ET
C3JECTIFS_ EDUCATIONMS

OBJECTIPS

FONCOT:ON1S DES PARTICIPANTS

EDUCATION"NELS

u~n p. ogr=e dae
=_'ecine co~munautaire

*.Oroaniser

-1D6fii'ir la population . 1

.

.

Etre en mesure d'organiser an relevi de por --,at
et 4labore= un plan de tr-avail ave
*calendrie= d'oz~cution.
-concevoir

-

Jfi'lr lea gr-oupos de
~,rulations cib2.es en
fonctioa des objectifs du
o~anede r4decine
c c=-,nau ta ire . -

-

former lea 6nume'rateurs.

-

faire collecter les donn~es necessaires et s
pci-visor la collecte des donn6es.

-

tabuler le registre de m6nage en fonction d
inI'orations ne'cessaires.

-

de'pauiller les. registres de m4nag-s.

-

analyser lea donntes.

Z.i .b. Etre, en me-cre dlutiliser les: dorn4es.
pouvoir d6finir lea groure.T cibles du prog

-

'ouvoir utiliser ces information~s pou= =ett:
nlace le syst rne et 1'6valuer

.. 2. Ci-ga ise='n centre de
sMt6. ou =Itioalse
cen centr=e de Sr-.te'/
fand
Diamensair-e /centre hospi,-

29@c

-~e= de- objectif- inter-medi P Jres. en conf o.
&7,30! le-- objectifs Fda~
e
u

2.1 .d.

Fouvoir:, ±dentifiler lea comtr= ntes avnnt 'P
en exicution &a~
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2.1 a'.

Or:Z.amJser la fom"ation sanittaire en vue
ces objiectlfs dans les dileis fix,-s

2.1 Xf.

Pouvoir-- ~.g-enter 1'utilisa tion des di

'tattei-nAr

coo do lae formnUon sanitaire en ajiszant

z

e

v=

C

~seiblit~des soins h±!a population de lvn

*0_anvser-dem postes de
rasse-blencnt si. n~ces-

L.F.4

Dispense= u populations

Pouvoir- orcanis-er un systbme do santeou
des soins- int4_r-_e, continu.3 et gl.ob=--.-

2.1 ..h.

Pcuvoirsemrblement.-

2.1

Pouvoir utiliser lee services des agents de zant6
C.V. et do toute =trs personne de !a. co== t_'
waugmenter l'accessibilit6 des soins.-

1i.

Pouroir orgoniser cee- projets de rassenbiement %L
L
terval2.e r_'Clier et foun,-ir lts soins 
r=eircs de qyalit6.-

2,2.A.

Pouvoir organise= un

ciblcr, lee soins do sm te6.
n6cessaires et de bonne

-

2./..

Superviser'et forme=rle
perso-r-'el de sante-.-

i population de chaque poste dea r
lani

2.11.±.

-

12.3.

ori

2-t~a

-:L;ramce de protection
~ie
maternelle et infanti'. '71_lc syst' me_ de
nttritio'nelle et de va-ccination.
Pouvoir organiser un sous progranne de plnrifJcnti
f'~iil a-vec syst-Ime do aurveillance.Pouvoir organiser u~n sous pr-ogra~se de lutte cant:
la tuberculose. avec sye t~me do Suzrveillance.-

2.3.

Pouvoir assurer la format-.on initiale du perscnne2
ac=::
de sante en fonctiom des t.ftches cutil

2.3.R.

Pouvoir =ssure= la formantion continue du ;ersonne.
mmnt6 en se bacant sur 26valu2.tion do. leu= tra--m:

2.3.0.

Pouvoir su.'.eriser'le per-sonnel deorsant6.

2.4 -A.
Zv7alue= les activit'a; de la
1rn formtion snita-Iro at
"Cz- -:st !n de
smje
n.nts en fonction du p~ro2.3.
g:~~~~~~ee ni c6uio.

F-uvoir-d6te.-iner le niveau d'attainte des ob4-a
d'uno fa-on continue ou p6ri_-odiquc.
-

cntrai-nte!s an ccurn d?.2:,

--

2.4.C.

Pouvoir. fp!fio collecter lea donnges sanitarcz re:
tives
lladn~inistration des coins et ,ouvo.r eu.
perviser la collecte des donne'es.-

2a4.D.

Pouvoi= rormule= do nouvelles strat~giem au cais o
lee objectifs no sont pas atteints daens le d-_:lai
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____

?/1/5

20/1

21/11

j

!0AT
Z RE

9:00

3

CPF

Tcst d'6vLluation initiale
(qualitative)

Ii:30 - 14:O0

CPF

Pr6sentation d'un programme dell
* edecine
I
communautaire - visitQ

0:00 - 11:001

CPF

du CT'°S.C.S.
Introduction A la d6mo-raphie
0t au recencement (1)

11:30 - 14:OO

CPF

Utilisation du registre de
monage comme outil du relev6
de population.

9:00 - 11:00

CPF

Introduction a la d~mographie
(2)

3

Exer--ices Dratiques: rel6ve
topographique

6

Ii:OC

9:00 - 11:0C

11:30 27/1

USUJET

11:0O

-

11:30 -

2-2/II

'L

9:00 -

i10: 30

-

II:od

11:O

11

Boston

CPF

Introduction A la d;mographie

(3)

Chapi

Brookln

13

1fxcrcices pratiques: les
techniques d'interviews

7

Pr6sentation du collaborateur
volontaire : d6finition,
crit-res de choix, taches et
surc
orvis ion

9

ProrameC 6 largi do vaccina-i.,

rookln

tion
9:00 - 11:0

27/11

C22

Chapi

9100 - ii:06

CPF

El6ments de planification
sanitaire

C.PF

Exercices pratiques de plani
fication sanitaire

-

11:30 -

14:O

9

Pr6sntation des priorit6s du
MSPP - fixation des objectifs
finaux et intermr6d±aircs

1::01)

11:30

3

-

I
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Exerciccs pratiques:inter-

view.s

i

3

3

SLJE

I
/11/85

9:00-11:00

Boston

Suivi Nutritionel des pre-sclaires

11:30-14:00

Boston

Organisation interne d'un
centre de sant6
T

/!i

2/12

3/12

Surveillance Nutritionnelle:
concept, outil, indicateurs

11:30-14:OO

CPF

Lutte contre la mortalit6 due
a la diarrh6e - Promotion
Allaitement maternel et
rehydratation o.ale.

9:00-11:00

CPF

Clinique Pr6np.tale:
-cent enus

11:30-14:00

CPF

Pratiques do l'allaitement
maternel a la Cit6 Simone

9:00-11:00

CpF
CPF

11:30-14:00

60012

9/12

Brooklyn

5

objectifs

Poids faible a la naissance
pr6ventior.

CPF

I

5 /12

10

CPF

9:00-11:00

10

j

9:00-11:00

11:30-14:OO
'/12

i

11

7
-

1

Organisation des postes de
rassemblement

4

Concept do surveillance appli-I
au 6 A d'autres programmes de
sante

3

Organisation des archives d'
un centre do sqnt6 - clasement des dossiers

9:OOl&:OOI

Programme de lutte contre la
Tuberculose

9:00-11:00

CPF

Or ani.ntion des postes de
rassemblemet (1)

11:30-14:00

CFr1

0rgand-ation des postes de
rcssemblement (2)

9

I

2

4

9:00-10:00

CPF

S(ance d'6valuation

1O:00-11:30

CPF

Int6gration deq matronnes dans
u:n syst(!me de snnt6
2

12:00-111:00

CliF

Indicateurs de sant6:
valeur, utilisation
184

1-2-5-4

choix,

3

DAT.

10/12/35

11/12

TIA IRE

EU

9:00-.1:00

CPIF

Supervision/Formatien continuel
du nersonnel

11:30-14:00

CPF

Introduction au management
d un svstrme de sant6
Re'cup6ration Nutritionnelle:
management d'un centre

9:00-10:00

10:0-11:30

12:00-13:00
13:00-14:00
12/12

9:00-11:00
Ii:

13/12

/
0-1 4:

OO

9:00-12:00

SUJ ET

Brooklyn

CPF

CHOSCAL
CHOSCAL

CPF

CPF

.

1-2
9

Techniques de r 6 cup 6 ration
nutritionnelle

13

Rehydratation, management des
cas de malnutrition grave

14

Banque de lait

15

Caract 6 ristiques des soins de
sant6 en m 6 decine communautaire
Utilisation des indicateurs de

CPF

.,-._

3

sant6 saris 1' 6 valuation des
programmes

I

Relation inter personnelles 
techniques de prise d'informattions

3

12:30-14:00
CPF

Evaluation des programmes do
sant6 -

revue des m6thodes

1

6 pid 6
miologiques

16/12

-/
13/12

9:OU-14:0O

CPF

Journ6e do discussion libres

3-4

9:00-12:00

CPF

Journee do discussions libres

3-11

9:00-12:00

CPF

Test d'6valuation

1-2

185

CODE DES MONITEU!S DE STAGE

CPF:

1.

Dr Pl6ginald Boulos

2.

Dr Antoine Augustin

3.

Dr Louis Iarie Doulos

4.

Dr Fanfan Jean-Claude

5.

Dr Joseph F6qui~re

6.

ti. Dominique Douilly

7.

Dr Michaelle Boulos

8.

M. Gerard Felix

9.

Dr Frantz Mod6

10.

Dr Joseph Marzouka

ii.

Dr Elrick M6tayer

12.

Dr Camille Clermont

13.

Mlle Suzanna MIolnar

I.

Dr Jean Thomas

15.

Miss Delourdes Jules

Centre de Promotion Familiale, Brooklyn, Cite Simone
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REGISTRE DE MENAGE
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PROGRAMME
NOM OF LA MERlE

ZONE

SECTEU11

V

-

AUPIESSE COMPLETE

No

SEXE

NOM ET PftENOM

4AISSANCE
MIA

LIEN

DECES

PARENTE

01

MERE

02

PFRE

ENC

OCCUPATION

i.iI

IJ

IIii II

tj
, I

I__
--

FM;I

ACIEN NLIMERO1

ETAT

IEU DE

MATRIMO

DATE

TRAVAIL

ARRIVEE

CL

TB

No

__ACCOJOHEVIENTS
ANNEE
MAISON
HOPITAL

___

LIFIJ

OFAM

03
04

07

MAISON

01
__

-

NOM EPRETJOM DESENFANTS MOINS DF 5 ANS

NES DEPUIS MAI 1979

,r_

xE INAISSAJC

FE

D2

TE

PER

POLIO

A

3

2

1

MIA

1

2

3

RUQ'
LIE
'o

u

NO

_',

DATE

R

DECES

Eo

P4ECE

RLAIN

SOL

PIT
-1 ....
12

EAUISOURCE)
CADIO

R
C
NUTRSITIONNELL"
----------------

19_

20

_

CONDITIONS SPECIALES (1
FFMMISFNCEINTES

GUI

NON

NO

ODAfE PROBABLE ACCOUCHEMEN'r
CARTE PRENATALE

P

A

MIJ

OS

CONDITIONS SPECIALES (2)
FEMMESENCEINTES

OUI

CARTE PRENATALE

COSCAL

SUVIE A

MMENE
NOM

-

1
NON

No

P

BRKLYN

MIJ

A

SOS

CONDITIONS SPECIALES (3)
FEMMESENCEINTES

O

NON

__ _

_---__

AN MoM

ODE MIA

__ _

REMAROUES

No

DATE PROBABLE ACCOLOCIEMENT
CARTE PRENATALE
P
NBRE DE VISITES EFFECTUEES

NBRE DE VISITES EFFECTUEE
CHAPI

-4

_

DATE PROBABLE ACCOUCHEMENT

IJURE DE VISZTES EFFECTUEES
8UIVIE A BAKLYN

-v

CHAPI

CHOSCAL

S&VIE A BRKLYN

MJ

DOS

A

CIAFI

v
CHOSCAL

m

ENFANT NE EN 1983

EN 198-

NOUVEAU NE DEPUIS JANVIER 19134

NOM

DATE DE NAISSANCE

LIEU DE NAISSAMCE

ENFANT NE ET MORT DEPUIS JANVIER

DATE DE NAISSANCE

DATE OU DECES

CAUSESCONNUE

EN 198-

ENFANT MORT EN 1983

DEPUIS JANVIER 198-

NO)M

UATE DE NAISSANCE

SIGNES DE LA MALADIE

LIEU DU DECES

CAUSE DU DECES
DATE DU DECES

AGE A LA DATE OU DECES

ENFANT MORT-NE EN 1983

EN 198-

ENFANT MORT DEPUIS JANVIER 1984

DATE OE LACCOUCHEMENT

UEPUIS JANVIEF 1U8

DATE DU DECES

)uiiEE DE LA GNOSSESSE PHEMAIUFiE-IEME

|_ AGE A LA DATE DU DECES

_

PREVALENCE DES METHODES DE CONTRACEPTION
r ONUEFI IMOUN OU F EVIVAN

A + 15ANS

ESKE OU JAM TANDE PALE AFE PLANNING

OUI

NON

PREVALENCE DE L! ALLAITEMENI MAEIINEL to A 3b MOIS)

No

KONBE OU GIN KOUNIE A

tNO

AUE'UTSEV
AUSOIN
UEBHUT
D
DEBUTSv
1 RAGE

ALIMENTS

CoulItU UlLIlotj

KI MOYEN OU JAM TANDE PALE

E.iE OU 7E JAM FE YOU MOYEN PLANNING OSWA PRAN KEK PREKOSYON POU OU PAS TOMBE ANSENT NENPOT
LE OWA PA ANSEN "MME Ox NON
Sl OUI KI MOYEN OSWA KI PREK0SYON OU PflAN

00

ESKE OU FE YONM OYEN KOULYEA

OU

COM1IIEN FOIS OU FE KIIAJ UEJ.,

NON

SI C

-

KI MOYEN OU SWA KI PREKOSYON OU FE

TA NAN BESWIN AK K| METOD PLANI-N OU TA HINMIN SEVI PLIS

B .
XO NHE TIMOUN OU FE dIVAN

5ANS

No

KONBE OUGIN KOUNIE A

LSKE OU JAL TANOE PALE AFE PLANNING

OUI

NON

KI MOVEN OU JAM TANDE PALE

C + 15AUS

tlJ,

KONBE OU GIN KOUNIE A

KONSE TIMOUN OU FE VIVAN
ESKE OU JAM TANDE PALE AFE PLANNING

OUI

NON

KI MOYEN CU JAM TANDE PALE

Eb^E Oki TE JAM FE YOU M4.AEN PLANNING OSWA PRAN KEK PREKOSYON POU OD PAS TOMBE ANSENT NENPOT
LE OdWAPAAHFSENTMEME
OUI
NON
St GUI
OKI MOYEN OSWA Ki PREKOSYON OU PRAN

ESKE OU TE JAM FE YOU MOYEN PLANNING OSWA PRAN KEK PREKOSYON POU OU PAS TOMBE ANSI: tII iIErI,0l
OU4

NON

ESKE OU FE YON MOVEN KOLYEA

ESKE OU FE YON MOYEN KOUtLYEA

OUI

I

OU

NON

KI MOYEN OU SA

KI PREKOSYON OU FE

LEOSWAPAANSENTMEME

SI OUI KI MOYEN OSWA KI PHEKOSYON OU PHAN

NON

KI MOYEN OU SWA Ki PH KOSYON OU FE

0(

____EN______FK__________

~lDINOSOFKTADJ

IOTNNOSI

AKM~fDtN-NUAINI'.;VPI

____AE_____TO________MN

AJAN SANTE

KOLAIRAT

__

_

__

_

L

_III

PROGRAM

ZON

SEKTF

FANMI

KV

REJIS MENNAJ
SEKS

CHEF MENNAJ_
TRAVAY

S

NON AK SIYATI

s

E

E

R

TOUT MOUN KI GEN 5 AN DEJA
SOF FANM KI SOTI LAN 15 AN

I

POU RIVELAN45AN.

K
S

TB

DATFtT
UWA

SISPEK

EDIKASYON

W

ANE

EVINMAN

NON

"REMAK

DAT

DEPATMAN
01
KOMIN
02
03

SEKSYON RIRAL
N0 SNEM

BITASYON

04
05

DAT PREMIE PASE
ANE

MWA

06
07

ADRtS

08
09
N"

E
R

NON AK SIYATI
TOUT TI MOUN KI
PAKO GEN'5AN

N'

A
N

P
A
P

N
M

A

M

1,A

OAT
DI TE PER.

S

E

K
ST

DAT FI"T
MWA

ANE

0

1

2

OAT

D 5

A C
A G
TO

POLIO
3

0

1

2

3

R

NITRISYON
N

A
£0 G
T
E
E
0

N

M1

2

M3

10
11

12

14

KOD

SA1T.

ANALFABET
A
LK = LEKOLKREOL
PR = PRIME
SEC = SEGONDE

KOD
(M) = MOURI * KOZ
(P) = PATI * KIBC
(V) = VINI + SOTI KIBO
(a) = BWOTE LAN MENM SEKTE

DT
FET

rJONi AK .)IYA

FANM
KI (it N

[AT TETANOS

S2

PLANING

NON

WI

ANSENT

W

METOD

rB SISPEK

NON

WI

NON

EVENMAN

REMAK

DAT

IIl

PATI POU FANM ANSENT SELMAN
PIES
-LA
KAY LA
-TET KAY

.

E
RI

PAY i

TOLi'

A
G
E

KONBYEN
AKOUCH

FER

REZILTA

RE

F.V

LOT[]

F.M

DAT AK OUCH.
POSIB

EKZAK

000
000

-

LATRIN

WI t

NON

-00

000
- RADIO

WI

NON

-

MATHON

WI.

NON

-

DLOO BVE

RIVIE
PI

000

SOUSI

TIYO

.

PATI POU TOUT FANM KI ANSENT YOU FWA DEJA
!IVAN

LOT
JAN

{,,

N-HYENGROS
I 1"LPI

I

NONTIMOUiJNAN

DENIE

PIT&T

AVAN
DENIE

FET

viv

FET
MOURI

LOT

SEIKS

KA

G

F

MOURI

DATFET
MWA

ANE

t4

Wi

IOI

KI BOLI TE

FICHE INDIVIDUELLE
INN IIII

N" M) COM)

I I( )N
Ni~~~~iit

~~~Se'e

Taille

Condition princip~il

Autre pathologie

Autre condition

Dajte

_________cm

Remarques

de fldavsdfllt

1111,

t

_______________________

RX

I--

-F

C
0

I'MI DI VisMl
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flAil
1 - orA

~

-
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NUTRITION
N - notmal
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CR - Sirowcs. A ri4eMIra18

Ifltno,7
Ibull
10 'I
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I
p~s & eehode
2
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S ,uel
b
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M
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N" Di1 (ODE)
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________________________

I-ACc-idition
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_

f- ..

t

- -

A
PS

AP

Aultre condition

ulle __________(

Autre pithologse

IDate

III

Remdrqus

dle ni

la

t.

_________________________

Rx

III

M

I*'

-

Ilk5 VS"I

LI M

princial

Id

n.e,

l..11n

--

I

NUIKIIIN

(OV

M
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Ml2 In dte

A$..-, 1 1
U ... h-e W42
Nd

Gil

ssu

~,440rses

Ifl QUI ILQUISMAL A0JII%

084

*e~.,07CODE
Ise.e
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~en
4 (~I.

T

FICHE INDIVIDUELLE
N

IN%; I I I 1I( )N

Idile

Ste.

N.'',

-II

________

.cn

.),te

(is,M~

in~F-p~f
I

4bS.
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v'.g ___________

'7__

a
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p-- &

IA

-

5*i

)
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__

_____________

__

__

CS)

__

DERNIER ACCOUCHEMENT
DATE

LIEU (Hop. ou Dom.)

DUREE EN MOIS

COMPUCATIONS

SUIVIE

B8 VIV ou MN

COND. ACCOUCHEMENT

-

GROSSESSE ACTUELLE

POIDS BB

-

a) Date des derni~res rbgles..
.

b) Date probable d'accouchement
VISITE

T.A

DATE

PRESENTATION

POSITION

BDCF

-OBSERVATIONS

et Rx

2
3
4
5
6

ACCOUCHEMENT
DATE

LIEU (Hop. ou Domj DUREEENMbis

SUIVIE

COMPLICATIONS

COND.ACCOUCHEMENT

EBBVIV ouMN

POIDS BB

GROSSESSE ACTUELLE
a) Date des dernires r~gles
b) Date probable d'accouchernent____________

VISITE

DATE

T.A

PRESENTATION

'POSITION

BDCF

OBSERVATIONS et Rx

2
3
4

ACCOUICHEMENT__

-1,IL

'I

*n

UREE EN MOIS

SUIVIE

COMPLICATIONS
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CNACCOUCHEMEN1

B31VIVou MN

PoircHPil

I-I(H

INIVIDUELLE
No

INSIM~ION
ladle

Sexe

Nisir

~

______

K

1

-I-

I.,.II

t

vIrIII-Of
)

[:t.

Date de ndis!.dnce

______________

F

-t

CC"l Ut out

NUTRITION

It-

cm

~jrrVaccis

AAI~~~~
LIJ

-

DE CODE

d.',t

Pot,.

(

IQul~ -S.

A'.,

2tmf*411.
Iv~tb

7W

S.t

171A

NUTRI

1

--..

[ONNEL

.16

14

.

- -_

. .

. ...--1

3
12

Kq

I

10

--

i

_

--

-----

o8

I

-

,-
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PROGRAMME DE SANTE COMMUNAUTAIRE
Fiche de Suivi des Enfants (0 - 3 ansi

Zone:
Sec teur:
IDENTIFICATION
Fam. Seril
Nomet Prnom

f

__I

VIzi

[

DITEPER

_

_

'
-

_

POLIO

BCG

_

"f't iiiI
I

Institution:
VACCINATION

ETAT NUTRITIONNEL

'

_

,

.1

1

REM. VITA. RAPPEL
ROU_

PROGRAMME DE SANTE COMMUNAUTAIRE
(Fiche de Suivi des Femmes de 15- 45 Ans)
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I

I
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